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ABSTRACT  
 
Background: Informed consent prior to medical procedures is a legal requirement stipulated by South 
African legislation. Practitioners are obligated by law to inform patients of all aspects of a procedure 
before the procedure begins, in order to protect the patient’s autonomy. Despite the importance, it is 
possible that some chiropractors are not aware of the legal requirements regarding informed consent 
practices. A lack of informed consent, or improper informed consent, has been found to be one of the 
causes for disciplinary action amongst chiropractors is South Africa  
 
Aim: The aim of this study was to analyse the extent of the application of the Doctrine of Informed 
Consent in South African Law by chiropractors in South Africa. The results of this study will also create 
awareness among chiropractors with regards to ethical informed consent. The results could also identify 
areas in the ethical laws in which chiropractors are lacking in knowledge. 
 
Method: An online survey was distributed to all qualified chiropractors in South Africa to analyse the 
application of the doctrine of informed consent. An extensive literature review, in addition to the University 
of Johannesburg’s Statistical Consultation Services assisted in the development of the survey. The 
sample group consisted of qualified chiropractors in South Africa, registered with the Allied Health 
Professions Council of South Africa and the Chiropractic Association of South Africa. There were 145 
responses to the survey.   
 
Procedure: An email containing an information letter was distributed to each potential participant via the 
Allied Health Professions Council of South Africa and the Chiropractic Association of South Africa’s 
database. The participants were informed that they could withdraw from the survey at any point if they 
wish to do so, and the survey would remain anonymous. If the chiropractor was interested in partaking in 
the study, he/she was instructed to click on the link provided in the email and they would be redirected to 
the Statpac-hosted website in order to complete the survey.    
 
Results: From the data received from the survey it was found that, majority of the chiropractors who 
participated (91.0%) requested informed consent from patients and did consider it important for ethical 
practice. Majority of the chiropractors (74.5%) also used written informed consent documents as per the 
requirements of the Allied Health Professions Council of South Africa. It was also found that the content 
of informed consent document could have be greatly influenced by the informed consent document 
provided by the Chiropractic Association of South Africa, as 71.7% of the participants either used the 
 vii 
standard informed consent document or modified the informed consent document provided by the 
Chiropractic Association of South Africa.  
 
Conclusion: This study showed that majority of the practitioners were in fact using the informed consent 
legal requirement ethically and correctly. Practitioners need to be reminded about the importance of 
informed consent and its implications. It is likely that chiropractors who did not answer this survey may 
be practitioners who did not find informed consent to be important. However, it is likely that by sending 
this email with the survey to all the registered chiropractors it brought about awareness regarding the 
importance of informed consent and ethical practice. Although a minority of the participants was found to 
lack fundamental knowledge regarding informed consent, this could pose future problems for the 
individual chiropractor as well as the chiropractic profession.   
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CHAPTER 1 – Introduction  
 
1.1 The Problem and Its Setting  
 
There appears to be little information regarding the application of the doctrine of informed consent used 
by chiropractors in South Africa. Information that is lacking regarding informed consent is the method of 
application, the frequency informed consent is obtained by practitioners, the contents in the informed 
consent documents, and practitioners’ knowledge of the implications of unprofessional conduct if ethical 
informed consent is not obtained.  
 
Informed consent prior to medical procedures is a legal requirement stipulated by The National Health 
Act (National Health Act 61, 2003). Practitioners are obligated by law to inform patients of all aspects of 
a procedure before the procedure begins, in order to protect the patient’s autonomy. Despite the 
importance, it is possible that some chiropractors are not aware of the legal requirements regarding 
informed consent practices. A lack of informed consent, or improper informed consent is one of the 
causes for disciplinary action amongst chiropractors is South Africa according to the Allied Health 
Professionals Council of South Africa (the AHPCSA) Registrar (Mullinder, 2018). 
 
It is possible that majority of health professionals, not only chiropractors, believe that a one-off signed 
informed consent document is sufficient informed consent for all subsequent procedures, however, this 
is not the case, since informed consent must be obtained prior to each and every procedure and during 
such procedure if the procedure is changed in any manner thus being a continuous process throughout 
any treatment procedure (Mullinder, 2019).   
 
1.2 Aim of This Study  
 
The aim of this study is to analyse the extent of the application of the doctrine of informed consent in 
South African law by chiropractors practicing in South Africa. The results of this study will also help with 
awareness among chiropractors with regards to ethical and legal requirements for proper informed 
consent. The results could also identify areas in the ethical laws in which chiropractors are lacking in 
knowledge.
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1.3 The Benefits of This Study  
 
This study will contribute to a better understanding of the application of the doctrine of informed consent 
by chiropractors in South Africa. It will gain insight into the ways in which informed consent is obtained, 
the frequency it is repeated, the content that is included within it, and the importance in which the 
chiropractors place on informed consent. The results will further development of improving understanding 
and awareness in this legal paradigm.  
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CHAPTER 2 - Literature Review  
 
2.1 The Chiropractic Profession  
 
The chiropractic profession is defined by the World Health Organization (WHO) (2005) as a health care 
profession that concerns itself with the diagnosis, treatment, and prevention of disorders of the 
musculoskeletal system. Chiropractic treatment is a health care model that is holistic; it is viewed as a 
complex process which strives for homeostasis (Bergmann & Peterson, 2011). Although chiropractic 
treatment in considered to be very safe and low risk, chiropractic treatment is not exempt from the 
informed consent process and it is mandatory for ethical patient care (Lehman, Conwell & Sherman, 
2008).  
 
2.2 Definition of Informed Consent  
 
Informed consent, at its core, is authorization of an activity based on the full understanding of what that 
activity entails, and in the absence of control by others (Grady, 2015). Informed consent is ethically and 
legally required before proceeding with any medical procedure (Schenker, Fernandez & Schillinge, 2011). 
Flowing from constitutional rights, namely section 12(2)(b) of the Constitution of the Republic of South 
Africa (“the Constitution”), Act 108 of 1996, which relates to the right to security in and control over any 
person’s body, but also from the right to dignity and the right to privacy, sections 10 and 14 of the 
Constitution, respectively, the National Health Act, Act 61 of 2003 (“the Act”), provides in sections 6 to 9 
that health services may not be provided to a patient without informed consent. . 
 
Informed consent is defined as a constant, on-going process of sharing information between practitioners 
and patients, rather than an isolated event (Code of Ethics Section 3, 2015). Informed consent needs to 
embody the patients right to autonomy. Autonomy includes the concept of self-governance, human rights, 
and privacy (del Carmen & Joffe, 2005).    
 
Informed consent is not only for high risk, or invasive procedures. Informed consent is necessary for any 
medical procedure, no matter how minor. Therefore, informed consent is vital for all medical professions, 
including chiropractic (Lehman, et al., 2008).  
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2.3 History of Informed Consent  
 
The history of informed consent and medical ethics is based on the foundations of ancient civilisations. 
Ancient ethical codes were often compiled in the form of oaths, the most famous oath being “The Oath 
of Hippocrates”, which dates back to the 5th to 4th century B.C. (Beauchamp , 2011). These oaths were 
based on the premise of “do no harm” and “the patient’s best interests”. While these concepts remain, 
the application has evolved into practice of informed consent, privacy and confidentiality, that now finds 
its place amongst the fundamental concepts of medical ethics (Humayun, Fatima, Naqqash, Hussain, 
Rasheed, Imtiaz & Imam, 2008).   
  
More modern reports of patient consent can be traced back in the United States of America to the early 
18th century. These reports were centred on the simple rights of the patients giving approval of treatments. 
Further development of consent has now produced the term “informed consent”, which recognises the 
patients right to autonomy as well as the patients right to complete information (Humayun, et al., 2008).  
 
The Nuremberg Code was the primary foundational document informing all ethical codes, in particular, 
human research patients. The Nuremberg Code was developed after World War II (Emanuel, Grady, 
Crouch, Lie, Miller & Wendler, 2011). The code was developed in August 1947 in Nuremberg, Germany, 
by American judges sitting in judgement of Nazi doctors who were accused of conducting torturous 
human experiments (Ghooi, 2011). The Nuremberg Code lead to the development of the Declaration of 
Helsinki on 1964 by the World Medical Association (Goodyear, Krleza-Jeri & Lemmens, 2007). The 
fundamental principles of the Declaration are respect for the individual, their right to self-determination, 
and the right to make informed decisions (Lawrence , 2011).  
 
2.4 Elements of Informed Consent  
 
There are 4 key elements of informed consent, namely; disclosure, legal capacity/competence, 
understanding and voluntariness (Dhai, 2008). 
 
2.4.1 Disclosure  
 
The theory behind disclosure is that the patient will be provided with enough information that they will be 
able to use it in an autonomous and rational manner. Unfortunately, not all patients think the same way 
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with regards to making decisions regarding their health care (Hall, et al., 2012). Therefore, practitioners 
need to find a balance between too much and too little information (Murray, 2012), thus making the 
informed consent process patient-specific (Rao, 2008).  
 
2.4.1.1 Disclosure of risks 
 
Paterick, Carson, Allen, and Paterick defines medical risk as: “exposure to a chance of injury or loss”. 
This definition can be divided into 2 main components; (1) the chance related to uncertain events - those 
that are unpredictable in any single case, but for which a probability that an event will occur in any one 
case can be estimated through statistical pooling of a larger database, (2) injury and/or loss, including 
any consequences for which the patient sustains any sort of disability (Paterick, et al., 2008). Patients 
perception of risks due to medical procedures are highly individualistic, variable, and unpredictable (Rao, 
2008). All serious risks such as death, paralysis, loss of cognition, and loss of limbs, should always be 
disclosed even if the risk is negligible. Less severe risks, if the frequency is high, should always be 
disclosed as well. Nominal risks with very low probability may not need to be disclosed. However, there 
is no explicit guideline or standard regarding disclosure of risks (Paterick, et al., 2008) 
 
2.4.1.2 Risks involved in chiropractic treatment  
 
The scope of chiropractic practice in South Africa includes: grade 5 mobilization, dry needling, soft tissue 
techniques, taping, and electro therapy (Johl, Yelverton & Peterson, 2017). Each of these specific 
treatment procedures have their own individual risks associated with them. As with all medical 
procedures, the risks of each procedure should be discussed with the patient prior to commencement 
(Jones & McCullough, 2015). 
 
2.4.2 Legal Capacity/Competence 
 
Capacity is a legal pre-requisite for informed consent and the age of majority is the attainment of the age 
of 18.  
 
Certain exceptions exist for children over the age of 12 and in cases of emergency healthcare, which will 
be discussed further below. 
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Section 7(3) of the Act provides that:  
 
For the purposes of this section “informed consent” means consent for the provision for a specified health service 
given by a person with the legal capacity to do so and who has been informed as contemplated in section 6. 
 
The judgement in Recsei’s Estate v Meine held that:…ordinarily the consent of an adult in full possession 
of his mental faculties … would be sufficient authority for the performance of the surgical operation upon 
him.  
 
While certain persons may have legal capacity, they may not necessarily be competent to grant informed 
consent. In the context of informed consent this translates to an adult patient’s competence to make 
rational and reasonable decisions with regards to their health. After the practitioner has disclosed all 
relevant information regarding a procedure, the practitioner also needs to make sure that the patient has 
the competence to grant informed consent.  
 
Informed consent is then only deemed valid if the adult patient displayed the requisite competence to 
grant such consent. When an adult patient lacks the competence to make decisions about medical 
procedures, a substitute decision-maker is required in law for consent to be valid. This makes determining 
whether adult patients are competent critical when striking a proper balance between respecting the 
autonomy of patients who are competent and protecting those who are not competent (Applebaum, 
2007). Competence is task and context specific, therefore each patient should be assessed individually 
(Hein, Troost, Lindeboom, Benninga, Zwaan, van Goudoever & Lindauer, 2014).     
 
Obtaining informed consent from an adult person who is not competent is considered invalid, therefore 
practitioners who do not obtain a substitute decision maker may be liable for having treated a patient 
without informed consent (Applebaum, 2007).  
 
Any pre-existing diagnosis or treatment that compromises the mental state of an adult patient may be 
associated with a lack of competence. There is a range of severity associated with most diagnoses and 
conditions, therefore no one particular diagnosis should conclusively render the patient incompetent, 
rather each patient should be assessed. There are multiple conditions that may render an adult patient 
as incompetent to validly grant informed consent, to name a few; Alzheimer’s disease and other 
dementias, stroke patients may have their mental function altered, psychiatric disorders such as 
schizophrenia, severe cases of depression and bipolar disorder (Applebaum, 2007).  Other people with 
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limited competency includes, people who are very sick or fail and confused (O'Neill, 2003) as well as 
patients suffering from high fevers, hypoxia, uraemia, sedation and high levels of fear and anxiety 
(Applebaum, 2007). Practitioners are frequently unaware of adult patients’ incapacity to make decisions. 
Thus, careful evaluation is required by practitioners to assure valid informed consent is being obtained.  
 
The assessment criteria for assessing an adult patient’s decision-making capacity encompasses the 
patient’s ability to communicate choice, to understand the relevant information, to appreciate the medical 
consequences of the situation, and to reason treatment choices. A mini mental state examination can be 
helpful in determining incompetence in patients; it is relatively quick and can yield both high sensitivity 
and high specificity (Arevalo-Rodriguez, Smailagic, Roqué i Figuls, Ciapponi, Sanchez-Perez, 
Giannakou, Pedraza, Cosp & Cullum, 2015). One of the most widely used tests for competency is the 
MacArthur Competence Assessment Tool for Treatment (Koelch, Prestel, Singer, Schulze & Fegert, 
2010). These tools should be administered before treatment commences.  
 
If an adult patient cannot grant consent and no person is mandated in writing to grant consent, or 
authorised in terms of any court order, a suitable decision-maker should be sought out to consent to the 
procedures and as provided for in section 7 of the Act namely, and in the following specific order: spouse 
or partner of the patient, or in the absence of such, a parent, grandparent, an adult child or a brother or 
sister of the patient  (The National Health Act, 2003). In the case of emergencies, practitioners may 
provide appropriate care under the presumption that a reasonable person would have consent to the 
same treatment (this will be discussed later) (Applebaum, 2007).   
 
2.4.3 Understanding 
 
Practitioners can assess a patient’s understanding or comprehension of the information by asking the 
patient to describe the treatment in his/her own words back to the practitioner, this then ensuring that 
there is full understanding between the practitioner and the patient (del Carmena & Joffe, 2005). Patients’ 
understanding can be affected by the following factors: age, education, intelligence, cognitive function, 
anxiety, and locus of control. Patients comprehension and ability to recall information is also related to 
the time between consent and testing their understanding (Hall, et al., 2012).    
 
Understanding may also be affected when medical professionals use complex medical terminology or 
when language barriers and cultural differences exist. Practitioners may be unaware that patients do not 
understand medical jargon, due to their lack of understanding of medical terminology, or their lack of 
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language skills or their misunderstanding of terms due to their different culture (Williams, Davis, Parker 
& Weiss, 2002).  Simple language and other patient educational tools, such as images or patient 
educational leaflets, should be used to assist with patient comprehension (Conrath Doak, Doak, Friedell 
& Meade, 2008) 
 
2.4.4 Voluntariness 
 
Voluntary means “of free mind and free will” (Paterick, et al., 2008). Voluntariness is critical for informed 
consent. From the legal perspective, voluntariness is the principal element that embodies respect for the 
person as a human being with voluntary choice (Roberts, 2002). For valid informed consent the patient 
should not be coerced, persuaded, or directed to a particular procedure, it should rather be their choice, 
freely made (Corrigan, 2003). Coercion refers to morally inappropriate pressure from a practitioner that 
constrains a patient’s right to exercise freedom of choice (del Carmen & Joffe, 2005). Voluntary choice 
is difficult to obtain in certain cases, for example in the cases of emergency medical interventions, as 
time may be limited, and the practitioner should act in the best interests of the patient (Schmidt, Salo, 
Hughes, Abbott, Geiderman, Johnson, McClure, McKay, Razzak, Schears & Solomon, 2004), but the Act 
covers such eventualities in section 9 (The National Health Act, 2003). Voluntariness is one of the most 
difficult components of informed consent to assess, but it is of the utmost importance the practitioners do 
their best to explain to patients all their options, so that patients understand all their available choices 
and the patients can make their own informed decision, preserving their right to autonomy (Applebaum, 
Lidz & Klitzman, 2009).  
 
In order to promote voluntariness, practitioners should give a balanced view of the options available to 
the patients and explain the need for informed consent. Patients may be pressured by employers to 
undergo diagnostic testing or procedures, in those cases practitioners should do their best to ensure that 
patients have considered all their options so that patients can reach their own decisions. Practitioners 
should take appropriate action if they believe that their patients are being offered inappropriate or unlawful 
rewards to undergo unwanted procedures (HPCSA, 2016).         
 
Roberts (2002) explains that there are 4 main influences on voluntariness: firstly, developmental factors 
in terms of cognitive abilities, emotional maturity, and moral character. Secondly, illness-related 
considerations; mentally and physically ill people may have altered voluntariness in consenting to 
decisions. Thirdly, psychological issues and cultural and religious values These issues and values may 
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diminish voluntariness. Lastly, external features and pressures; the most obvious external features are 
limitations inherent in many health care settings (Roberts, 2002).     
 
Promoting voluntariness in clinical care entails skills such as listening, sensing, clarifying, making 
implications explicit, and genuinely attending to the patients’ needs (Roberts, 2002). Practitioners need 
to facilitate the informed consent process to provide patients with the best treatment available by sharing 
decision making and limiting potential liability (Paterick, et al., 2008).   
  
2.5 Purpose of Informed Consent  
 
The purpose of informed consent is to protect the legal autonomy of patients and guide the ethical and 
legal practice of practitioners. It is used for many purposes in different contexts: legal, ethical, and 
administrative. These areas overlap but are not undistinguishable. This may lead to different standards 
and criteria that constitutes proper informed consent (Hall, et al., 2012).   
 
2.5.1 Legal  
 
Informed consent is rooted in ancient legal precepts (Hall, et al., 2012). The concepts of confidentiality 
and privacy now find their place amongst the fundament concepts of medical bioethics (Humayun, et al., 
2008). Legally, simple consent protects patients against battery and assault in the forms of unwanted 
medical interventions and procedures (Hall, et al., 2012). Battery occurs in the medical setting when (1) 
a practitioner performs a treatment or procedure without the patient’s consent, (2) a practitioner performs 
a treatment or procedure that is substantially different that the procedure that was originally discussed 
with the patient, or (3) when a practitioner other than to whom consent was originally given carries out 
the procedure (Paterick, et al., 2008). The higher standard of informed consent protects patient rights to 
autonomy, self-determination, and inviolability. Different jurisdictions around the world vary in how 
informed consent should be obtained.  Some jurisdictions use the reasonable person standard, while 
others use the standard of a reasonable practitioner (Hall, et al., 2012), but in South Africa, patient 
autonomy ousts medical paternalism, with the 2003 judgement in the case of Hay v B  being fundamental 
in this regard. Therefore, it is of the utmost importance that practitioners familiarise themselves with 
prevailing medical law and legal requirements (Paterick, et al., 2008).    
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2.5.2 Ethical 
 
Medical ethics are often defined as “the disciplined study of morality in medicine” (Humayun, et al., 2008). 
The purpose of informed consent is to maintain the patients right to autonomy, by ensuring the procedure 
is directed towards the end goal that patients has set for themselves and have chosen (Hall, et al., 2012). 
Informed consent is more than merely “signing” a document, it should be an ongoing discussion between 
the practitioner and the patient (Sokol, 2009). 
 
2.5.3 Administrative  
 
For compliance, informed consent documentation serves the administrative purpose of a way to ensure 
that the consent process has occurred. Patients do not undergo any procedure if the forms have not been 
signed (Hall, et al., 2012). Therefore, it can be inferred that obtaining informed consent should end with 
the patient signing a form (Schmidt, et al., 2004). These documents should be dated and signed by the 
patient and the practitioner, as well as witnessed. Like any other medical record, these documents should 
be correctly filed and kept securely for a period of time (Rao, 2008).  
 
With technology becoming more prominent in everyday life as well as in clinics and health care centres, 
it is becoming more common to record patients’ documentation electronically (Erstad, 2003). This means 
that the informed consent form will evolve with technology. It too will need to be electronic in nature, but 
the ethics involved in obtaining correct signed informed consent will need be carried over to this new 
electronic system (Issa, Setzer, Charaf, Webb, Derico, Kimberl & Fink, 2006).  Practitioners providing 
digital informed consent documents before in-person discussions are seen to have advantages such as; 
patients have access to interactive online resources at any time, the document can meet a range of 
literacy levels, and can be designed for optimizing learning regarding risks and benefits of particular 
medical procedures. However, these digital documents should not replace the practitioner involvement 
in the informed consent procedure, they should rather be used as an added tool to assist with patient 
education (Gilberta, Bonnellc, Farrell, Haaga, Bondyraa, Ungere & Elliot, 2017). 
 
2.6 Validity of Informed Consent 
 
Informed consent for every health service is only considered valid if all four elements of informed consent 
are met (as discussed previously) (Dhai, 2008). “Blanket” consent, or all-encompassing consent, is seen 
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as invalid (Rao, 2008). Informed consent is also only valid for the stipulated practitioner. Therefore, even 
if the procedure does not change, only the doctor stipulated can perform that particular procedure, it is 
not transferable (Rao, 2008). The signed informed consent cannot appear to waive the rights of the 
patient in any way. Patients also have the right to withdraw their consent at any time, even if they 
consented to a particular procedure; if a patient decides to withdraw consent, their original consent 
becomes null and void (AHPCSA Code of Ethics, 2015).  
 
2.6.1 The informed consent document  
 
Generally speaking, informed consent documents are written and reviewed by lawyers; they appear as 
legal documents and can be difficult for patients to understand properly (Brenner, et al., 2009).  Informed 
consent is typically seen as an action that is concluded by signing a document. The written informed 
consent document is an important part of obtaining consent as the form is seen as “a legal and symbolic 
documentation of an agreement to participate” (Jefford & Moore, 2008). The main purpose of informed 
consent documents is to record and have evidence of the exact terms that were agreed upon, and have 
evidence in case of a future disagreement (Paterick, et al., 2008).     
 
The informed consent document needs to include key elements, indicated in table 1 below (Cocanour, 
2017). The practitioner should discuss this document with the patient to ensure full understanding 
(Paterick, et al., 2008).   
Table 2.1: Elements needed on informed consent documents 
Minimum required elements:  
Name of hospital or health centre where the procedure is to take place  
Name of the specific procedure 
Name of the responsible practitioner who is to perform the procedure 
Statement that the procedure, including; benefits, risks, alternative treatment options, was discussed 
with the patient  
Name and signature of the patient (or when needed, patient’s legal representative) 
Date and time the informed consent was signed  
Well-Designed Form Might Also Include:  
Name of practitioner who conducted the informed consent discussion  
Date, time, and signature of person witnessing the informed consent process 
(Cocanour, 2017) 
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Brenner, Brenner and Horowitz note that some written informed consent documents more closely 
resemble a release of liability for the practitioner rather than an educational tool for patients. This is the 
case because the literacy levels of the documents often exceed the literacy levels of the patients 
(Brenner, Brenner & Horowitz, 2009). This makes the communication between the patients and 
practitioner essential for obtaining correct informed consent, making the patient-practitioner relationship 
of the utmost importance (Hall, et al., 2012).     
 
2.7 Informed Consent Regarding Vulnerable Groups  
 
When practitioners are treating vulnerable groups of people, extra care must be taken in order to obtain 
correct informed consent and respect their autonomy (Hurst, 2008).     
 
List of people who may be considered vulnerable patients:  
• children, 
• educationally disadvantaged/illiterate, 
• physically impaired,  
• people with life threatening conditions/ seriously debilitating conditions,  
• mentally disabled/ cognitively impaired people, 
• non-English speaking patients who might not understand fully, 
• pregnant women,  
• prisoners, 
• wards of the state (Smith-Tyler, 2007).  
  
2.7.1 Informed consent regarding minors  
 
Criteria for competence in children has moved away from age and moved towards taking into 
consideration the child’s specific abilities, experiences, and understanding. The statutory age of consent 
to treatment varies greatly around the world from 12 to 19 years of age (Alderson,2007). Until recently, 
obedience rather than autonomy has been expected from children with regards to health care.  
 
It has been permitted that “mature minors” can be treated without their parent’s knowledge or consent. A 
“mature minor” are young people who have left home, have no legal guardian, or have drug, sexual, or 
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alcohol problems, which is a big problem faced in the South African context (Alderson,2007). The concern 
being that “mature minor” is poorly defined in terms of age. The United Nations Convention on The Rights 
of the Child (UNCRC) of 1989 promoted children’s rights. The UNCRC Article 12 explains that children 
who are capable of forming their own views have the right to express their views freely in all matters that 
effect the child. (UNICEF, 1989) Any practitioner working with children should aim to use as much age-
appropriate language and descriptive aids as possible.   
 
Children under the age of 18 are considered minors in South Africa and are generally only required to 
grant informed consent on attaining 18, but exceptions exist in South Africa for the granting of consent 
for medical procedures as provided for in the Children’s Act, Act 38 of 2005, and children in South African 
may consent to medical treatment independently from the age of 12 (Strode, Slack & Essack, 2010).  
 
According to the Children’s Institute of the University of Cape Town, children over the age of 12 may 
consent to medical treatment or refuse medical treatment or surgical procedures, as follows: 
 
A. Medical Treatment: age at which a child may consent to his/her own medical treatment (and consent to medical 
treatment for his or her own child):  
1.  Age 12:Tthe child must also be sufficiently mature and have the mental capacity to understand the benefits, risks 
and social implications of the treatment;  
2. For children under 12 or children over 12 but in sufficiently mature to consent,  the parent or guardian or caregiver 
must consent on the child’s behalf. Before the parent or guardian consent to medical treatment on behalf of the 
child, the views of the child must be considered, depending on the age and stage development of the child. 
B. Refusing medical treatment or surgical operations: age at which a child can refuse medical treatment or surgical 
operations 
1. The Children’s Act does not explicitly grant children the right to refuse treatment or surgery; however, it does 
acknowledge such a right by noting that the Minister of Social Development can consent to medical treatment 
or surgery of the child if the child unreasonably refuses to give consent. This therefore implies the child’s refusal 
must be respected, if his/her refusal is not unreasonable; 
2. The National Health Act 61 of 2003 also obliges health practitioners to inform health users (including child 
patients with the capacity to consent) about the right to refuse treatment. 
3. The right to refuse treatment also stems from children’s constitutional right to bodily integrity in section 12 of 
the Bill of Rights. 
 
From this it can be concluded that children do have a right to refuse treatment and surgery.  
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The general rule here would be that only a child that has attained the relevant age of consent (12 and older) 
and who is mature enough to understand the risks and consequences of refusing can validly exercise a right 
to refuse healthcare. 
(Children’s Institute, University of Cape Town, 2011) 
 
Adults are assumed to have capacity unless they show obvious signs of lack of understanding or other 
lack of competence. However, children over the age of 12 may be insufficiently mature to understand to 
be able to consent to medical procedures, but, on the other hand, indeed be competent to do so in South 
Africa, many children over the age of 12 also find themselves as head of households due to the burden 
of dread disease having affected the parent generation (Mullinder, 2019). Studies have shown that 
children suffering from long-term chronic conditions have far more knowledge that children who have an 
emergency or acute condition (Alderson, 2007). It has been demonstrated that some children as young 
as 2 years old know the names and purposes of chronic medication (Alderson, 2007).  
 
There are multiple nuances when it comes to informed consent with regards to children. The child’s 
autonomy should always be respected (Leibson & Koren, 2015). But when a child cannot make decisions 
on their own, parents or guardians need to make decisions for them and this presents a different 
challenge. Parents who are in distress after their child has been diagnosed with a life-threatening disease 
may not be able to make good informed decisions with regards to their child’s health care. In these cases, 
surrogate decision-makers should be used. But practitioners who work with minors have a legal and 
ethical obligation to provide a standard of care that meets the paediatric patients’ needs because this is 
understood as the parents’ responsibility to support the interests of their child, this moves the 
conversation from the parental rights towards parental responsibilities. Shared decision-making is an 
increasingly utilised process for paediatric health care. But this process of shared decision making 
depends of collaborative communication between child, parents or guardian, and the practitioner (Katz & 
Webb, 2016).      
 
It is common practice to obtain ‘assent’ from children before procedures. Assent refers to the child 
affirmative agreement to a procedure. Assent should be obtained from children who have the intellectual 
and emotional ability to understand the concepts involved and still have legal guardians (Smith-Tyler, 
2007). It is important that both the child as well as the child’s parents/guardian agree to a procedure. The 
appropriate transfer of information, specifically pertaining to risks and benefits of a particular procedure 
is at the heart of informed consent, and serves to protect both the patient, the parent, and the practitioner. 
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Many parents/guardians lack the health literacy; therefore, practitioners should ensure they receive the 
information in an understandable manner (Leibson & Koren, 2015).        
 
2.8 Exceptional Circumstances When Informed Consent Cannot be Granted  
 
There are some cases where informed consent cannot be granted by a patient, for example, in cases of 
emergency medicine. The normal exchange of information regarding a potential procedure may need to 
be abandoned because a patient is in distress, unconscious, and/or in a life-threatening situation (Gray, 
2001)   
 
As discussed above, if a patient cannot grant consent and no person is mandated in writing to grant 
consent, or authorised in terms of any court order, a suitable decision-maker should be sought out to 
consent to the procedures and as provided for in section 7 of the Act namely, and in the following specific 
order: spouse or partner of the patient, or in the absence of such, a parent, grandparent, an adult child 
or a brother or sister of the patient  (The National Health Act, 2003). Informed consent, therefore, does 
not have to be given if the health service or procedure is authorised in terms of any law or court order; 
nor does informed consent not need to be obtained if failure to treat the patient will lead to serious risk to 
public health, or delay in treatment may lead to the patient’s death or irreversible damage to his or her 
health, also as provided for in sections 7(d) and (e) of the Act (The National Health Act, 2003)   
 
Section 9 of the Act, however, permits the provision of any health service without consent, which is 
mandatory flowing from section 27 of Bill of Rights which provides that no one may be refused emergency 
medical treatment and section 9 provides as follows; 
 
9. (1) Subject to any applicable law, where a user is admitted to a health establishment without his or her consent, 
the health establishment must notify the head of the provincial department in the province in which that health 
establishment is situated within 48 hours after the user was admitted of the user’s admission and must submit such 
other information as may be prescribed.  
(2) If the 48-hour-period contemplated in subsection (1) expires on a Saturday, Sunday or public holiday, the health 
establishment must notify the head of the provincial department of the user’s admission and must submit the other 
information contemplated in subsection (1) at any time before noon of the next day that is not a Saturday, Sunday 
or public holiday. 
 (3) Subsection (1) does not apply if the user consents to the provision of any health service in that health 
establishment within 24 hours of admission. 
(The National Health Act, 2003) 
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2.9 The Impact Informed Consent has on the Patient-Practitioner Relationship  
 
The foundation of a good working practitioner–patient relationship is rooted in mutual respect (Rao, 
2008). Evidence has shown that correct informed consent has a direct impact on the quality of health 
care provided (Brenner, et al., 2009). Consent to procedures can be complicated because the patient-
practitioner relationship is a relationship with inherently unequal power. The patient is dependent on the 
practitioner’s expertise and compassion. This relationship requires the practitioner to put the patient’s 
best interests above their own interests (Schmidt, et al., 2004). Practitioners must allow patients to ask 
questions about proposed procedures, risks, and benefits, and the practitioner should answer those 
questions from the latest available literature and their own professional knowledge. This exchange of 
information is the foundation of a good patient-practitioner partnership and is in the best interests of the 
patients (Alazmi , 2017). Thus, the partnership will promote informed decision making and will make the 
patient feel more at ease with his or her medical decisions (Paterick, et al., 2008).     
 
2.10 Implications of Failing to Obtain Informed Consent 
 
Failure to obtain informed consent may have serious consequences for a practitioner (Berg, Appelbaum, 
Lidz & Parker, 2007). For chiropractors, failure to obtain informed consent, is processed legally by any 
statutory health council as “unprofessional conduct”, and in the case of the prevailing legislative precept 
governing the AHPCSA, if so proven after any disciplinary inquiry, may result in any of the following 
penalties (Sections 24(1) (a) to (d)):  
 
(a) a caution or a reprimand or a reprimand and a caution;  
(b) or suspension for a specified period from practising any profession in respect of which he is registered or from 
performing any act specially pertaining to any profession in respect of which he is registered;  
(c) removal of his name from the register; or 
(d) a fine not exceeding the prescribed amount. 
(Allied Health Professions Act,1983).  
 
If the practitioner has not obtained proper informed consent from a patient, medical malpractice insurance 
may not cover the financial implications, should a patient wish to institute any legal proceedings against 
the healthcare practitioner (Mullinder, 2018).  
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Each health care professional is regulated by their own respective councils (for example, chiropractic is 
regulated by the AHPCSA), however the requirement for patient informed consent remains the same as 
the legislation regarding informed consent provided for in the Constitution and the National Health Act 
applies to every health care professional (Mullinder, 2018). 
 
2.11 Challenges with Informed Consent  
 
There are many misunderstandings when it comes to informed consent. Practitioners need to understand 
the informed consent requirements, goals, and the legal implications involved in the process (Schenker, 
Fernandez, Sudore & Schillinger, 2010). A major challenge regarding informed consent is that 
practitioners receive little training regarding the practices of informed consent, and generally practitioners 
are pressed for time and often misunderstand or misinterpret the legal requirements and standards 
(Grady, 2015).   
 
Another obstacle regarding informed consent is language barriers between patients and practitioners. It 
is often difficult for practitioners to establish the true level of understanding a patient has regarding 
procedures. Misunderstanding between patients and practitioners can occur due to incorrect or 
inadequate language translation (Nijhawan, Janodia, Muddukrishna, Bhat, Bairy, Udupa & Musmade, 
2013). Informed consent forms or documents may also overestimate the intellectual level of the patient. 
Therefore, the patient might not fully understand what they are signing, and this this may be difficult to 
recognise as a practitioner (Schmidt, et al., 2004). The documents are often lengthy in order to provide 
the patient with as much information as possible, but this often confuses patients (Hallinan, Forrest, 
Uhlenbrauck, Young & McKinney, 2016). Other challenges arise if the informed consent document does 
not include enough information. Informed consent should be case-specific, yet with time constraints 
during consultations, this is often difficult to achieve (Rao, 2008).     
 
2.12 Chiropractic Councils and Associations  
2.12.1 Allied Health Professionals Council of South Africa (AHPCSA) 
 
AHPCSA is a statutory health body established in terms of the Allied Health Professions Act, 63 of 1982 
in order to control all allied health professions, which includes Ayurveda, Chinese Medicine and 
Acupuncture, Chiropractic, Homeopathy, Naturopathy, Osteopathy, Physiotherapy, Therapeutic 
Aromatherapy, Therapeutic Massage Therapy, Therapeutic Reflexology and Unani-Tibb. The role of the 
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AHPCSA is to: promote and protect the health of the public; manage, administer and set policies relating 
to the professions registered with the AHPCSA; investigate complaints relating to the professional 
conduct of practitioners, interns and students; administer the registration of persons governed by the 
AHPCSA; set standards for the education and training of intending practitioners. The AHPCSA is also 
responsible to advise the Minister of Health and the National Department of Health on matters as they 
relate to the allied health professions and to communicate to the Minister of Health matters of public 
importance acquired in the course of its functions. Each practitioner needs to register with the AHPCSA 
before they can legally practice (AHPCSA, 2017).  
 
It is also within the AHPCSA’s mandate to ensure that legislation regarding informed consent is adhered 
to, as well as investigate and conduct disciplinary hearings for practitioners who violate the regulations 
regarding informed consent. If there is a complaint regarding a violation of informed consent, the 
AHPCSA will investigate the matter with the patient’s best interests in mind. The role of the AHPCSA is 
to protect the public and not the practitioner (Mullinder, 2018)  
 
2.12.2 Chiropractic Association of South Africa (CASA) 
 
CASA is a voluntary association which chiropractors may join. CASA represents the interests of 
chiropractors in South Africa. The association also communicates with the AHPCSA regarding regulation 
changes in order to keep their members up to date on legislation changes. CASA provides their members 
with information regarding informed consent as well as informed consent documents that they have 
compiled using lawyers in order to be medico-legally correct, and protects the practitioner (CASA, 2018).  
 
2.13 Conclusion  
 
This concludes the review on the literature regarding informed consent in chiropractic and other medical 
professions.  
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CHAPTER 3 - Methodology  
 
3.1 Introduction  
 
Chapter 3 describes the research design and methods that were used in this study. This section indicates 
the population, sampling, data, data analysis, ethical considerations as well as methods to provide validity 
and reliability  
 
The purpose of this research was to analyse the extent of the application of the doctrine of informed 
consent in South African Law by chiropractors. The information will assist identifying the extent to which 
chiropractors are applying the doctrine of informed consent. 
 
3.2 Study Design  
 
This was a quantitative study, using a self-administered, online survey to analyse the doctrine of informed 
consent amongst chiropractors registered in South Africa.    
 
This research was intended to collect relevant data to determine how qualified chiropractors use informed 
consent within their practices. This survey was sent to all qualified chiropractors that were registered with 
the AHPCSA and with CASA at the time, in order to collect information regarding practitioner’s application 
of informed consent. 
 
3.3 Research Method  
 
A self-administrated, online survey was used to analyse the application of the doctrine of informed 
consent by chiropractors in South Africa. This survey was developed after an extensive literature review, 
with the help of many experts in the field of informed consent.   
 
3.3.1 Participant recruitment  
 
Participants were recruited by the AHPCSA as well as the CASA via email (Appendix A). The email was 
sent to all 832 chiropractors registered with the AHPCSA (as of 30 August 2018) (AHPCSA, 2018) and 
the 730 chiropractors registered with CASA (Bromfield, 2018). The email consisted of an information 
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letter (Appendix B) explaining that the survey will evaluate the chiropractors use of informed consent. If 
the chiropractors wished to participate in the survey they accessed the attached link (http://take-
survey.com/statkon/chiropractic_informed_consent.htm). The first email was sent out to the respective 
databases on the 30th August 2018 and a reminder email was sent out on the 28th of September 2018. 
The survey was live until the 12th of October 2018.  
 
3.3.2 Sample selection and size 
 
The sample group for this study was made up of all qualified chiropractors, who were registered with the 
AHPCSA. A minimum of 10% of the 832 (84) registered chiropractors’ responses were needed for 
statistical analysis. The survey was active from 30th August 2018 to the 12th of October 2018. There were 
145 valid responses (17.43%).  
 
3.4 Preparation of the Data Collection  
 
Before the survey could be sent out, the study needed to be approved by the Health Science Faculty 
Research Ethics Committee (REC) as well as the Higher Degrees Committee (HDC) at the UJ (Clearance 
numbers REC-01-48-2018) (Appendix C). Once the study received its clearance, the AHPCSA as well 
as CASA were sent the link via email, with all the relevant information letter and they distributed it to their 
respective databases.  
 
3.4.1 Development of the study  
 
During the development of this survey, the statistical consulting agency (STATKON) was frequently 
consulted, as well as other experts in informed consent from the AHPCSA, Dr. Mullinder and 
chiropractors from CASA. The survey was developed in two stages:  
 
Stage 1: Important information with regards to the doctrine of informed consent was identified. After an 
extensive search, there was no survey already in existence that was appropriate for this study. Therefore, 
a survey specific to South African standards of informed consent needed to be developed.  
 
Stage 2: An extensive literature review was conducted with evidence-based sources. Multiple meetings 
with experts in the field, such as the Registrar of the AHPCSA and other qualified chiropractors were 
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conducted in order to gain knowledge relevant to the topic. Meetings were conducted with STATKON in 
order to develop a seamless online survey with the correct information, that was simple and easy for the 
participants to complete.  
 
3.4.2 Content of the survey 
 
The survey (Appendix D) consisted of a series of questions that the participant answered by clicking on 
the response that they felt was most correct or was most applicable to them. The survey was broken up 
to multiple sections, Section A-E.  
 
The first section, Section A asked general demographic and general practice questions such as age, 
gender, years in practice, number of days worked in practice and number of patients seen on each day.  
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Figure 3.1: Section A: Demographic questions 
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Section B was focused on knowledge and their practice of informed consent.  
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3.2: Section B: Knowledge and practices of informed consent 
 24 
 
Figure 3.3: Section B: Knowledge and practices of informed consent (continued) 
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Section C was focused on informed consent with regards to specific treatments.  
 
 
Figure 3.4: Section C: Informed consent regarding specific treatment 
 
 
Figure 3.5: Section C: Informed consent regarding specific treatment (Continued) 
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Figure 3.6: Section C: Informed consent regarding specific treatment (Continued) 
 
 
Figure 3.7: Section C: Informed consent regarding specific treatment (Continued) 
 27 
 
Figure 3.8: Section C: Informed consent regarding specific treatment (Continued) 
 
 
Figure 3.9: Section C: Informed consent regarding specific treatment (Continued) 
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Section D was focused on patient information with regards to informed consent.  
 
 
 
 
 
Figure 3.10: Section D: Patient information regarding informed consent 
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Section E was focused on legal disputes. 
 
Figure 3.11: Section E: Questions regarding legal disputes 
 
 
Figure 3.12: Section E: Questions Regarding legal disputes (Continued)  
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With regards to some questions, there was an “other” option available to the participants, this was 
followed by a free answer box which allowed participants to give an answer that was not provided.  
 
The survey was designed such that it would not take longer than 15 minutes to complete. Once the 
participant had finished all the questions of the survey, the last question was followed by a “submit” button 
in which the participant clicked in order to save all the answers, after clicking “submit” the participants 
were taken to another page in which they could enter their name, AHPCSA number and the date. This 
information was then used to compile their CEU point certificate (Appendix F) The participants then saved 
or printed the CEU certificate in order to claim their CEU point.  
 
3.4.3 Factors considered when creating the survey  
 
During the development of the survey the following factors were considered to ensure that the data was 
reliable and valid:  
• The questions ranged from easy, Yes/No questions to more in-depth questions where the 
participants had to choose from a long list of answers as well as questions where multiple 
answers where applicable.  
• The questions were written simply and easy to understand  
• With regards to some questions, an “other” option was given in order to allow the participants to 
fill in their own answers that weren’t included.  
• All the questions were pertinent to the study.  
 
3.4.4 Study framework  
 
The survey (Appendix D) was divided into multiple sections. The first question was an elimination 
question, asking if the participants were registered with the AHPCSA, if the participant selected “No” the 
survey was ended, if the participant selected “Yes” the survey would continue.   
 
After question 29 (the last question) the survey requested the participants to finish the survey. By clicking 
on the finish button, the participants were redirected to an independent page, where they could enter 
their details, such as their name, AHPCSA registration number and the date, in order to generate a CEU 
point certificate.    
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3.4.5 Pretesting the survey 
 
The survey was pretested during July 2018. The survey was sent to 5 registered chiropractors. Pretesting 
was done to test the link, to check the clarity of the questions, the effectiveness of the instructions, the 
time needed to complete the survey, and the success of the data collection process before launching the 
survey online. After the pretest, minor glitches within the survey were changed, and no further problems 
were identified.  
 
The data collected in the pretest was not used in the main data collection. The survey link was then sent 
to the AHPCSA and CASA in order for them to send the link to their respective databases.   
 
3.5 Data Collection Methods  
 
A quantitative self-administered online survey was used to collect data. The data collected was analysed 
by a qualified statistician from STATKON.  
 
The participants received an email with an information letter (Appendix A and B respectively) explaining 
what the study was, what in entailed and how the study worked. If the participants wished to take part in 
the study, they were instructed to click on the provided link (http://take-
survey.com/statkon/chiropractic_informed_consent.htm), by clicking on this link, it would redirect the 
participants to the STATKON website, where the survey was located.  
 
The participants were given 6 weeks to reply. When the response rate was low in, a reminder email was 
sent by the AHPCSA and CASA and the participants were given 2 more weeks to reply.       
 
The disadvantage to this type of survey, namely distribution by email communications, is that the 
response rate is not always particularly high. To promote and facilitate an increased response rate for 
this particular survey, one CEU was awarded to any chiropractor who completed the survey fully. The 
advantage to this form of survey was that they are more cost effective to administer as the use of email 
was relatively uncostly and allows for simple distribution and analysis (Wright, 2006). Interviewer bias 
was eliminated via this process ensuring that the participant was in no way influenced by the interviewer 
or middle man (Statpac Inc, 2014). The online method of distributing the survey ensured that the 
participants remained anonymous. 
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The data from the survey was then sent directly to STAKON for interpretation and analysis.  
 
3.6 Data Analysis  
 
The data collected with regards to the doctrine of informed consent by chiropractors in South Africa was 
by means of an online self-administered survey, was statistically analysed by STATKON at UJ. The data 
was analysed via different forms i.e. tables and graphs.   
 
3.6.1 Descriptive data analysis  
 
Descriptive data analysis was used to describe and summarise the data collected about the application 
of the doctrine of informed consent by chiropractors in South Africa. The data and the frequency of 
particular responses to questions were analysed using frequency distributions as well as percentage 
distributions. The data was then organised and illustrated using tables and graphs. A full description and 
discussion of the findings in this data analysis are discussed in chapter 4.  
 
3.7 Validity  
 
This survey was based on the application of the doctrine of informed consent by chiropractors in South 
Africa.  
 
3.7.1 Face Validity 
 
An email containing the cover letter (Appendix A) was sent to each potential participant via the AHPCSA 
and CASA databases. This information letter informed potential participants of the content and aim of 
this study. If the participant was interested in partaking in the study they were advised to click on the link 
provided (http://take-survey.com/statkon/chiropractic_informed_consent.htm). The participants were 
then redirected to the STATKON website, where they were able to complete the survey anonymously. 
These steps were essential in preparing the participant for the subject matter to be covered in the survey, 
obtaining desired response rate and in maintaining face validity.  
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3.7.2 Content Validity 
 
To ensure the validity of the survey’s content, an extensive literature review was conducted prior to the 
construction of the survey. Persons with relevant expertise, such as Dr. Mullinder, the AHPCSA Registrar, 
were also consulted in order to obtain information. The supervisor and statistician of this study continually 
assessed and edited the survey prior to the submission of the final draft for internal review within the 
chiropractic department at UJ. Once the survey had been through internal review, it was sent to a panel 
of experts at the Academic ethics and Higher Degrees Committee for approval. This process ensured 
validity, accuracy and suitability of the survey.  
 
3.7.3 Internal Validity 
 
The survey was based on extensive literature that was found. Pretesting of the survey was done prior to 
it being sent out to the full database from the AHPCSA and CASA. This was done by distribution of the 
survey to 10 chiropractic faculty members at UJ via email. This email contained the link to the survey 
(http://take-survey.com/statkon/chiropractic_informed_consent.htm).  Pretesting was done to ensure that 
the questions in the survey were clear, easy to understand and answer, and that there were no 
grammatical errors. It ensured that the data was collected correctly and saved. This therefore ensured 
internal validity.     
 
3.7.4 External Validity  
 
In order to ensure external validity, the email containing the link to the survey (http://take-
survey.com/statkon/chiropractic_informed_consent.htm), was sent to the AHPCSA and CASA who then 
distributed it to their respective databases. The email contained an information letter, which extensively 
described the aims and content of the study. Participant were encouraged to answer all the questions 
posed to them in the survey, as this would maintain validity of the study. To ensure validity, the survey 
also went through a process of pretesting before being distributed to all registered chiropractors. The 
participants were informed that once the research was completed, the final results would be available for 
viewing. Limitations do exist when conducting a survey with a low response rate and bias characteristics 
of the respondent. The minimum number of responses needed for this study was 84, which was 10% of 
the registered chiropractors in South Africa (there was a total of 832 registered chiropractors at the time 
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of the study). The total number of participants the responded was 145 (17.43% of the total registered 
chiropractors in South Africa).      
 
3.8 Ethical Consideration  
 
Anonymity was considered imperative to ensure true and honest responses for the survey. This was 
ensured by having an online survey where no personal details of the participants were asked for until 
they submitted their survey. After they clicked the submit button, the link would redirect the participant to 
a secondary link where they could enter their information in order to receive an ethics CEU point. The 
participants information that was entered was in no way saved to their responses and could not be traced 
back to them in anyway.  
 
The email that was sent to all participants contained an information letter (Appendix A and B respectively), 
this letter included all information pertaining to the study. The information letter included the purpose of 
the study, what would be expected for the participants, the risks and benefits of participating and how the 
study will be anonymous. Within the email, it stated that by clicking on the link the participant would 
therefore give their consent for this study.    
 
Ethical clearance from the Health Science Faculty Research Ethics Committee was obtained (Appendix 
C) This study was checked for plagiarism via TurnItIn and was found to have 16% as seen on the 
plagiarism report (Appendix G).     
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CHAPTER 4 - RESULTS  
 
4.1 Introduction  
 
This chapter will present the results collected from the survey, “Analysing the application of the doctrine 
of informed consent of chiropractors in South Africa”. The survey, as described in the previous chapter, 
was sent out via email to all 832 chiropractors (Mullinder, 2018) who were registered with the AHPCSA 
at that time and the 730 chiropractors registered with CASA (Bromfield, 2018) (registration numbers at 
the time of this study). A total of 145 valid responses were received (17.42% of all registered 
chiropractors). The online responses were analysed with the assistance of statisticians from STATKON, 
the statistical department of UJ. Note that all the participants did not answer all the questions, therefore 
the (n) value varies per question.  
 
4.2 Demographic Characteristics of the Sample Group 
4.2.1 Gender (n=144)  
 
A total of 144 chiropractors responded to this question relating to gender. The distribution between male 
and female chiropractors that responded to the online survey was relatively equal, with males slightly 
more predominant at 50.7% (n=73) and females at 49.3% (n=71) as seen represented in Figure 4.1.  
 
 
 
Figure 4.1: Comparison of the number of male and female participants 
49%51%
Gender  
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4.2.2 Age (n=145)  
 
There were 145 responses from participants to the question regarding age, with the majority of the 
participants (91.0%) reportedly falling between the ages of 20 and 49 years old (n=132). Within this age 
group, the highest response rate was 36.6% from the participants between the ages of 30 to 39 years 
old (n=53). This was followed by 27.6% of participants between the age of 40 to 49 (n=40). The minority 
of participants (1.4%) that responded were between the ages of 60 and 69 years old (n=2). 
 
 
Figure 4.2: The distribution of age amongst chiropractors in South Africa 
 
4.2.3 Number of active years in practice (n=145)  
 
There were 145 valid responded to the question regarding number of years participants had been in 
practice. The majority of participants (32.4%) had been active in practice for between 1 and 5 years 
(n=47). This was closely followed by 25.5% of the participants who had been in practice longer than 15 
years (n=37). The minority, 8.3%, of participants have been in practice for less than 1 year (n=12).  
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Figure 4.3: The number of years in practice  
 
4.2.4 Institution of higher education and training (n=144) 
 
There were 144 valid responses for the question regarding institution of higher education (n=144). The 
majority of participants (45.8%) attended the University of Johannesburg (n=66), closely followed by 
44.4% who attended Durban University of Technology (n=64). The minority of 9.7% the participants 
attended other institutions of higher education (n=14).  
 
Figure 4.4:The distribution of institutions of higher education and training that the participants attended  
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4.2.5 Number of days a week active in practice (n=145)  
 
The participants were asked how many days a week they were active in practice. There were 145 valid 
responses. Majority of the participants (57.2%) were active in practice 5 days a week (n=83). This is 
followed by 27.6% of participants that were active in practice 6 days per week (n=40). The minority of 
participants (0.7%) were active in practice 1 and 2 days per week each (n=1).  
 
The mean value for the number of days in practice per week was 5.09 and the median was 5.00 
(SD±0.865), these values are represented in table 4.1.  
    
 
Figure 4.5: The number of days per week participants treat patients 
 
Table 4.1: Days a week participant was active in practice 
Mean 5,09 
Median 5,00 
Mode 5 
Std. Deviation 0,865 
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4.2.5 Average number of patients seen each day (n=145) 
 
There were 145 valid responses to the question regarding the average number of patients the participants 
see each day. The majority of participants (38.6%) saw on average 1 to 5 patients per day (n=56), as 
represented in figure 4.6. This is followed closely by 33.8% of participants who saw an average of 6 to 
10 patients per day (n=49). The minority (2.8%), of participants saw, on average, 16 to 20 patients per 
day (n=4).   
 
Figure 4.6: The distribution of the average of patients seen by participants per day  
 
 
Table 4.2: Table representing the data set of average number of patients seen by participants each day 
Mean 8.21 
Median 8 
Mode 3 
Std. Deviation 5.59 
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4.3 Knowledge and Practice of Informed Consent 
4.3.1 Use of informed consent in practice (n=145) 
 
Participants were asked if they used informed consent in their practices. There were 145 valid responses 
to this question. The majority of the participants (91.0%) used informed consent within their practice 
(n=132), this was represented on the pie graph in figure 4.7. The minority of participants (2.8%) did not 
use informed consent in their practice (n=4). The remaining 6.2% of the participants sometimes used 
informed consent in their practice (n=9).  
 
 
Figure 4.7: The use of informed consent  
 
4.3.2 Attitude Towards Informed Consent (n=145)  
 
Participants were asked about their attitude towards informed consent. There were 145 valid responses 
to this question. The majority of participants (71.0%) answered that informed consent was “of the utmost 
importance” (n=103). There were 20.7% of the participants that answered that they thought informed 
consent was “somewhat important” (n=30). There were 4.8% of the participants that answered that they 
“only get informed consent because it is the law” (n=7). There were 2.1% of the participants that thought 
informed consent was “only important for specific patients” (n=3). The minority of participants (1.4%) 
answered that informed consent was “not important” (n=2).  
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Figure 4.8: The participants attitude towards informed consent  
 
4.3.3 Type of informed consent used (n=145)  
 
There were 145 participants that answered the question regarding the type of informed consent 
participants used. The majority of the participants (74.5%) answered all patient files had a signed 
informed consent document (n=108). There were 17.2% of participants that reported that most of their 
patient files had signed informed consent documents (n=25). There were 4.8% of the participants that 
answered that they only get oral informed consent, therefore written informed consent is not required in 
their practice (n=7). There were 2.1% of the participants that answered that only some of their patient 
files had signed informed consent (n=3). The minority of the participants, 1.4%, answered that they don't 
require any form of informed consent prior to treating patients (n=2). No participants answered “My patient 
files are electronic and signed informed consent is documented electronically”.  
 
103
30
3
7
2
0
20
40
60
80
100
120
I think it is of the utmost
importance
I think it is somewhat
important
I think it is only important
for specific patients
I only get patient's
informed consent
because it is the law
I don't think it is
important
NU
MB
ER
 O
F 
PA
RT
IC
IP
AN
TS
Participants Attitude Towards Informed Consent
 42 
 
Figure 4.9: The types of informed consent used by practitioners 
 
4.3.4 Where practitioners sourced their informed consent forms (n=145) 
 
Participants were asked from where they sourced their informed consent forms. There were 145 valid 
responses for this question. The majority of the participants (40%) used modified versions of the template 
provided by CASA (n=58). The majority was closely followed by 31% of the participants that answered 
that they only used the informed consent template provided by CASA (unmodified) (n=46). The minority 
of the of the participants (0.7%) did not use a standard template for all their patients and the customise 
each informed consent form (n=1). There were 6.9% of participants that used an informed consent forms 
other than what was provided by CASA. These participants were then asked to specify their source, this 
is explained below under heading 4.3.4.1.  
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Figure 4.10: Where practitioners sourced their informed consent forms 
 
4.3.4.1 Specified source of informed consent forms other than CASA 
 
In the previous question, 10 participants answered that they sourced an informed consent form from 
somewhere else other than CASA. Participants were then asked to specify where they received their 
informed consent templates from. There were 10 valid responses for this question however 7 participants 
did not specify their source, and only 3 indicated the alternative source. The sources are listed below in 
table 4.3.   
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Table 4.3: Specified source of informed consent forms other than CASA 
Where the participant obtained 
their informed consent, other 
than CASA 
Frequency  Percent (%) 
Did not specify  7 70 
World Federation of 
Chiropractic 
1 10 
Another chiropractor 1 10 
The internet 1 10 
 
4.3.5 Description of informed consent practices (n=141)  
 
Participants were asked to select from a range of statements, which best described their informed 
consent practices. There were 141 valid responses for the question regarding the participants informed 
consent practices that they used in practice. The majority of the participants (56.7%) answered that their 
patients signed a comprehensive informed consent document as a new patient that covers all future 
procedures to be carried out (n=80). There were 28.4% of the participants that answered that their 
patients sign an informed consent document as a new patient and give oral consent thereafter (n=40). 
There were 6.4% of the participants that answered that they did not get patients to sign any informed 
consent document, but got oral informed consent on an ongoing basis (n=9). There were 4.3% of 
participants that required patients to sign and resign informed consent at different time intervals (n=6) 
(this will be discussed further below). There were 2.1% of participants that answered that they required 
that their patients sign informed consent as new patients and then re-sign a new informed consent 
document each time the diagnosis or treatment procedures changed (n=3). The minority of the 
participants 0.7% answered that they required their patients to sign informed consent at each consultation 
(n=1). No participant answered that they did not get consent from their patients. These values are 
represented in in the pie graph below, figure 4.11. 
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Figure 4.11: The participants informed consent practices that they used in private practice 
 
There were 6 participants that answered that the required their patients to sign/re-sign new informed 
consent documents at specific time intervals (4.3%). These 6 participants were then asked what their 
specific time interval was. There were 4 participants that answered that they require new informed 
consent every 9-12 months, 1 participant answered that they request a new informed consent every 1-3 
months, 1 participant answered that they require new informed consent every 3-6 months. No participants 
answered that they require new informed consent every 6-9 months. 
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Figure 4.12: Specified time intervals for resigning informed consent forms 
 
The 6 participants that answered that they require patients to sign/re-sign new informed consent were 
then asked how they were reminded about getting new informed consent signed. Of the 6 participants, 3 
participants answered that they manually checked the last date signed in file when patient arrived for 
treatment, 2 participants answered that their secretary was responsible for check files and seek new 
informed consent when necessary, 1 participant answered that they received an automated computer-
generated reminder. This information is represented below in figure 4.13.  
 
 
Figure 4.13: How participants were reminded to re-sign informed consent forms 
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4.3.6 Person responsible for informed consent in the participants practices (n=139)  
 
Participants were asked who was responsible for obtaining informed consent in their practice. There were 
139 valid responses for this question. The majority of the participants (54.7%) answered “The practice 
receptionist / secretary / chiropractic assistant gives the forms to the patients in the waiting room and 
witness them signing it” (n= 75). The majority was followed by 28.8% of the participants that answered “I 
personally give the patient the informed consent form and witness them signing it and I go through the 
information involved” (n= 40). The minority of the participants, 0.7%, answered “There is no informed 
consent requested in my practice” (n=1). There were no participants that answered “There is only oral 
informed consent in my practice which my receptionist / secretary / chiropractic assistant discusses with 
my patient”. 
 
Figure 4.14: The person responsible for obtaining informed consent  
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4.3.7 How informed consent is explained to patients (n=140)  
 
There were 140 valid responses to the question regarding how informed consent was explained to the 
participants’ patients. The majority of the participants (38.9%) answered that the patients were given the 
informed consent form, it was the patients responsibility to read it and ask if they had any questions 
(n=54). The majority was closely followed by 28.6% of the participants that answered that they personally 
explained all aspects of informed consent in all scenarios and saw it as their sole responsibility (n=40). 
The minority of the participants, 2.1%, answered that they obtained informed consent another way other 
than the listed options (n=3). No participants answered “I have information forms available at reception 
for patients to read should they so choose”. There were 3 participants that answered that they did 
something other than what was listed, these participants were then asked follow-on questions, that is 
explained further below.  
 
 
Figure 4.15: How informed consent was explained to the patients 
 
There were 3 participants that answer that they explained informed consent to their patients in another 
way, other than what was already listed, 1 participant stated that: “Explanation of what I intend to do and 
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if they agree it implies informed consent”, 1 participant responded: “I also explain risks following 
examination and history and obtain oral consent as well”, and 1 participant responded: “I tell patients of 
treatment when it’s the first time with a new treatment”. This information is represented in table 4.4.  
 
Table 4.4: Table representing the participants way of explaining informed consent, other than what was 
already listed  
 Frequency  Valid Percent  
Explanation of what I intend to do and if they agree 
it implies informed consent 
1 0.7 
I also explain risks following examination and 
history and obtain oral consent as well 
1 0.7 
I tell patients of treatment when it’s the first time 
with a new treatment 
1 0.7 
 
4.3.8 Information indicated on informed consent forms/ documents (n=139)  
 
Participants were asked what information was indicated on their informed consent forms. There were 139 
valid responses to this question. This question was a multiple response question; therefore, participants 
could choose more than one answer. The information that most participants had on their informed 
consent form was the date (n=119). The name of the practice/practitioner closely followed (n=116). The 
least common response was that the practitioners do not use written informed consent in their practice 
(n=13). All information is represented below in table 4.5 as well as figure 4.16.  
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Table 4.5: Table describing the information indicated on the informed consent forms 
The information indicated on participants informed 
consent forms  
Frequency  Percent (%) 
I do not use written informed consent 
documentation 
13 1.5% 
A description of diagnostic procedures to be 
expected 
60 7.1% 
A description of treatment procedures to be 
expected 
100 11.9% 
Possible side effects or adverse reactions to 
treatments 
115 13.7% 
Alternative treatment procedures 35 4.2% 
If you are ever in contact with medical aids, 
permission to release patient information to 
medical aids 
52 6.2% 
Acceptance of responsibility of account payment 99 11.8% 
Amount patient / medical aid will be expected to 
pay for consultation 
24 2.9% 
The date 119 14.2% 
Space for initialling / signature on each page 107 12.7% 
The name of the practice / practitioner 116 13.8% 
Total   100.0% 
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Figure 4.16: The information indicated on the participants informed consent forms  
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4.4 Informed Consent with Regards to Specific Treatments  
4.4.1 Disrobing patients (n=139) 
 
The participants were asked if they required their patients to disrobe. There were 139 valid responses to 
this question. This was a yes or no question, with a follow-on question if the participant selected “yes”. 
The majority of the participants (54.0%) answered that they did require their patients to disrobe (n=75). 
The minority of the participant (46%) answered that they did not require their patients to disrobe (n=64).  
 
 
Figure 4.17: Whether patients are expected to disrobe 
 
Of the 75 participants that expected patients to disrobe, 78.7% required oral consent (n=59), 16.0% did 
not require specific informed consent for this (n=12), and 5.3% of the participant required specific written 
informed consent for disrobing (n=4).  
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Figure 4.18: Type of informed consent when participants required patients to disrobe  
 
4.4.2 Use of grade 5 mobilization (Audible cavitation) (n=139)  
 
Participants were asked if they used grade 5 mobilization (audible cavitation) in their practices. There 
were 139 valid responses to this question. This was a yes or no question, with a follow-on question if 
“Yes” was selected. The majority of the participants (89.9%) answered yes (n=125). The minority of the 
participants (10.1%) answered no (n=14).  
 
 
Figure 4.19: The use of grade 5 mobilization 
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The 125 participants that answered “Yes” to the question regarding grade 5 mobilization were then asked 
a multiple response question regarding the informed consent they required for that specific procedure. 
The most common answer selected was that participants would specify the risk of pain during and post 
treatment (n=108). The next most common response was that the participants would get written consent 
specifically for grade 5 mobilization (n=88). The least common response was that the participants did not 
require informed consent for this treatment (n=5).  
 
  
Figure 4.20: The informed consent practices participants used with regards to grade 5 mobilization  
 
4.4.3 Use of dry needling (n=137)  
 
There were 137 valid responses to the question regarding if the participants used dry needling in their 
practices.  This was a yes or no question, with a follow-on question if “Yes” was selected. The majority 
of the participants (89.1%) answered yes, they did use dry needling (n=122). The minority of the 
participants (10.9%) answered no, they did not use dry needling (n=15). 
5
57
88
108
65
56
41
54
0
20
40
60
80
100
120
I don't require
informed
consent for
treatment using
this procedure
It is oral It is written I specify the
risk of pain
during and post
treatment
I specify the
risk of stroke
I specify the
risk of
neurological
complication
I specify the
risk of
dislocation
I specify the
risk of fracture
NU
MB
ER
 O
F 
RE
SP
ON
SE
S
Informed Consent Regarding Grade 5 Mobilizations 
 55 
 
 
Figure 4.21: The use of dry needling 
 
Of the 122 participants who answered that they did use dry needling in their practice, 121 participants 
answered the follow-on question regarding their informed consent practices with regards to dry needling. 
The most common response was that participants specify the risk of pain to their patients (n=87). This 
was closely followed by 72 participants that required written consent for dry needling (n=72). The least 
common response what that participants did not require informed consent for dry needling (n=3). All the 
responses are listed below in the bar graph figure 4.22.  
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Figure 4.22: Informed consent practices of participants regarding dry needling  
 
4.4.4 Use of soft tissue therapy (n=137)  
 
Participants were asked if they used soft tissue therapy, including but not limited to, massage, sonic pulse 
and/or instrument assisted massage. There were 137 valid responses to this question. This was a yes or 
no question, with a follow-on question if participants answered “yes”. The majority of the participants 
(95.6%) answered yes, they did use soft tissue therapy (n=131). The minority of the participants (4.4%) 
answered no, they did not use soft tissue therapy (n=6).  
 
 
Figure 4.23: The use of soft tissue therapy  
 
Of the 131 participants that answered that they did use soft tissue therapy in their practice, 130 
participants answered the follow-on question regarding their informed consent practices with regards to 
soft tissue therapy. The most common response was that participants required oral consent with soft 
tissue therapy (n=73). The least common response was that participants did not require informed consent 
with regards to soft tissue therapy (n=15). The remainder of the responses are represented in the bar 
graph figure 4.24 below.    
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Figure 4.24: The informed consent practices regarding soft tissue therapy  
 
4.4.5 The use of electro therapy (n=133)  
 
There were 133 valid responses to whether participants used any electro therapy, including but not limited 
to, ultra-sound and interferential current. This was a yes or no question, with a follow-on question if 
participants answered “yes”. The split between yes and no was relatively close. There were 51.1% of 
responses of yes, they did use electro therapy (n=68). The remaining 48.9% of the participants answered 
no, they did not use electro therapy (n=65). This close split is represented below in pie graph figure 4.25. 
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There were 68 participants who answered that they did use electro therapy in their practice, all 68 
participants answered the follow-on question regarding their informed consent practices with regards to 
electro therapy. The most common response was that participants specified the risk of discomfort and 
pain to their patient’s whist using electro therapy (n=41). This was closely followed by 40 responses that 
participants get oral consent for electro therapy (n=40). The least common response was that participants 
did not require informed consent for electro therapy (n=9).  
 
  
Figure 4.26: The participants informed consent practices regarding Electro Therapy 
 
4.4.6 The use of taping (n=129) 
 
There were 129 valid responses to whether participants used taping, including but not limited to, athletic 
tape, Kinesio Tape® and rigid tape. This was a yes or no question, with a follow-on question if participants 
answered “yes”. The majority of participants (74.4%) answered that they did use taping (n=96). The 
minority of the participants (25.6%) answered that they did not use taping.  
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Figure 4.27: The use of tapping 
 
Of the 96 participants that answered that they did use taping in their practice, 95 participants answered 
the follow-on question regarding their informed consent practices with regards to taping. The most 
common response was that participants specified the risks of allergic reactions (n=70). The second most 
common response was that participants obtained oral consent for taping (n=61). The least common 
response was that participants did not require informed consent for taping (n=10).  
 
 
Figure 4.28: The participants informed consent practices regarding taping  
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4.5 The Patient Information and Informed Consent  
4.5.1 Patients refusing treatment after being informed about possible risks (n=135) 
 
Participants were asked if patients had ever refused treatment after being informed about all the possible 
risks. There were 135 valid responses to this question. The majority of the participants (70.4%) answered 
no, patients have never refused treatment after being informed about the risks (n=95). There were 9.6% 
of participants answered that patients had refused treatments after being informed of the risks and this 
had occurred more than five times (n=13). There were 8.9% of participants answered that patients had 
refused treatments after being informed of the risks and this had occurred once (n=12). There were 5.9% 
of participants answered that patients had refused treatments after being informed of the risks and this 
had occurred twice (n=8). There were 3.0% of participants answered that patients had refused treatments 
after being informed of the risks and this had occurred three times (n=4). There were 1.4% of participants 
answered that patients had refused treatments after being informed of the risks and this had occurred 
four times (n=2). The minority of participants (0.7%) answered that they did not informed patients of the 
risks involved (n=1). The remaining responses are represented below in figure 4.29.  
    
Figure 4.29: Patients refusing treatments after being informed about the possible risks involved 
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4.5.2 Indicating the cost of treatment (n=134)  
 
Participants were asked how the cost of their consultation and treatments were indicated to patients. 
There were 134 valid responses to this question. The majority of the participants (35.8%) answered that 
there was a sign in the reception area that visibly displays the cost of the consultation (n=48). The majority 
was followed by 25.4% of participants that answered that they indicated their cost another way other than 
what was specified. The participants then specified how they indicated their costs – this is elaborated on 
below. The minority of participants (10.4%) answered that patients found out about the cost after the 
consultation and the treatment (n=14).  
 
 
Figure 4.30: How participants indicated cost of treatment  
 
There were 34 participants that answered that they indicate cost of treatment in another way than what 
was listed. These responses are listed below in Table 4.6.   
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Table 4.6: Table representing the answers the participants stated 
Responses Frequency  Percent (%) 
Receptionist informs patient prior to 
consultation, when patient is making 
appointment  
28 82.35 
Orally stated before treatment as well as 
text message before appointment 
1 2.94 
Informed by receptionist as well as on 
website and facebook 
1 2.94 
Use medical aid tariffs  1 2.94 
Confirmation message  1 2.94 
Website  2 5.88 
Total 34 100 
 
4.5.3 Informed Consent Age (n=131) 
 
The participants were asked at what age they allow their patients to sign their own informed consent. 
There were 131 valid responses for this question. The majority of participants (64.9%) answered that 
they allowed patients to sign their own informed consent at age 18 (n=85). There was 10.7% of the 
participants that answered that they allowed their patients to sign at another age, other than what was 
already listed, thus will be discussed in table 4.7 (n=14). The minority of participants (3.1%) answered 
that they required patients to sign informed consent when they are older than 21 (n=4) and another 3.1% 
of participants also answered that they required patients to sign their own informed consent at any age 
(n=4).  
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Figure 4.31: The age that participants required patients to sign their own informed consent  
 
There were 14 participants that responded that they required patients to sign informed consent at another 
age, other than what was listed. These responses are listed below in table 4.7.  
 
Table 4.7: Table listing the free response answers that participants gave regarding the age patients 
must be to sign their own informed consent  
Responses by participants: Frequency  
12 years old or older 7 
Patients co-sign until 18 2 
Adult  1 
No written Consent  1 
Oral consent by patients under 18 1 
17 Years old 1 
At 18 when they have 1st treatment at age of 18 1 
Total: 14 
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4.5.4 Guardian Signed Informed Consent (n=133) 
 
Participants were asked at what age participants require guardians to sign informed consent. There were 
133 valid responses to this question. The majority of the participants (72.9%) answered that they required 
a guardian to sign informed consent when the patient was younger than 18 (n=97). There were 6.0% of 
the participants that answered that they required a guardian to sign at another age than what was already 
listed, this will be discussed below (n=8). The minority of the participants (0.7%) answered that they 
required a guardian to sign on behalf of the patient at any age (n=1).  
 
 
Figure 4.32: The age that participants required a guardian to sign on behalf on the patient  
 
There were 8 participants that answered that they required a guardian to sign informed consent at an 
age other that what was listed. These responses are listed in table 4.8 below.  
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Table 4.8: Table representing the free response answers that participants gave regarding the age that 
participants required guardians to sign on behalf of the patient 
Participant Responses:  Frequency:  
Age 12 3 
Oral Consent under 18  2 
Age 15 1 
Guardian must be present  1 
Both patient and guardian to sign until patient is 21 years old 1 
Total: 8 
 
 
4.5.5 Releasing Patient Information to Medical Aids (n=136) 
 
Participants were asked if they released patient’s information to medial aids, in the form of ICD-10 codes 
for treatment reimbursement. There were 136 valid responses regarding this question. The majority of 
participants (68.4%) responded that they always released the information (n=93). The minority of the 
participants (2.9%) answered that they would sometimes release the information (n=4)    
 
Figure 4.33: Releasing patient information to medical aids 
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4.5.5.1 Informed consent regarding releasing information to medical aids 
 
There were 93 participants that answered that they always released patient information. These 
participants were then asked a follow-on question. The participants were asked if they get specific 
consent to release the patient information. There were 88 valid responses, 5 participants did not respond. 
The majority of participants (37.5%) answered “Yes, it is specified in my written consent form” (n=33). 
The majority was closely followed by 31.8% of the participants that answered “No, it is not necessary to 
get consent for that” (n=28). The minority of the participants (9.1%) answered, “Yes, I ask the patient 
specifically before submitting to the medical aids” (n=8).  
 
 
Figure 4.34: Informed consent practices regarding releasing patient information to medical aids 
 
4.5.6 Implications for not having correct informed consent (n=139)  
 
Participants were asked what they thought the implications were for not having acquired valid informed 
consent from their patients prior to treatment. This was a multiple response question. There were 139 
valid responses to this question. The most common response was participants thought that by not having 
correct informed consent they would not be protected by their malpractice insurance (n=100). The next 
most common response was that participants thought by not having correct informed consent they could 
be sanctioned and/or reprimanded by the AHPCSA (n=77). The least common response was that a 
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participant thought that there would be no consequences for not having informed consent and it was only 
a courtesy to patients (n=1). All the responses are listed below in the bar graph figure 4.25.  
 
      
Figure 4.35: What participants thought the implications were for not having correct informed consent  
 
4.6 Legal Disputes with Regards to Informed Consent  
4.6.1 Legal dispute due to an adverse reaction caused by a chiropractic procedure 
 
Participants were asked if they have ever had a legal dispute due to a patient suffering an adverse 
reaction due to a chiropractic procedure. There were 136 valid responses from participants. The majority 
of the participants (96.3%) answered no, they have never had a legal dispute due to an adverse reaction 
to chiropractic treatment (n=131). The minority of participants (3.7%) answered yes, once they have had 
a legal dispute due to an adverse reaction caused by chiropractic treatment (n=5). The participants that 
answered “Yes, once” were then asked follow on questions which are explained below in 4.6.1.1. None 
of the participants answered “Yes, twice” or “Yes, three times”.        
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Figure 4.36: Legal disputes due to an adverse reaction caused by a chiropractic procedure.  
 
4.6.1.1 Reason for legal dispute 
 
There were 5 participants that answered that they had legal disputes due to adverse reactions caused 
by chiropractic treatment. These participants were then asked to briefly describe the disputes. Their 
responses are listed in table 4.9.    
 
Table 4.9: Table representing the free responses given by participants regarding their legal disputes 
due to adverse reactions caused by chiropractic treatment 
Participants Responses Frequency  
Patient accused me of rupturing an L5 disc 1 
Patient didn't respond to treatment and symptoms continues to 
worsen which I was blamed for 
1 
Discomfort post treatment 1 
Patient was 18 and 2 months yet mother signed consent on 
behalf of the patient 
1 
Total 5 
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4.6.1.2 Informed consent in the case of the legal dispute  
 
The 5 participants that answered that they have had legal disputes were the asked if they had informed 
consent in that specific case. There were 4 valid responses. All 4 participants answered “yes, written”. 
None of the participants answered: “Yes, oral” or “No”.  
 
 4.6.1.3 Change of outcome due to informed consent  
 
The 5 participants were then asked if they thought that informed consent influenced the outcome of the 
dispute. There were 5 valid responses. Majority of the participants (80%) answered “yes” (n=4). The 
minority, 20% of the participants answered “no” (n=1). None of the participants answered “I don’t know”.    
 
4.6.2 Legal dispute specifically due to lack of informed consent  
 
All participants were asked if they had ever had a legal dispute specifically due to lack of informed 
consent. There were 132 valid responses to this question. The majority of the participants (98.5%) 
answered “No” (n=130). The minority of the participants (1.5%) answered “Yes” (n=2). This information 
is represented below in pie graph figure 4.27.  
 
 
Figure 4.37: Legal disputes specifically due to lack of informed consent  
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4.7 Concussion 
 
This concludes chapter 4. All the data that was collected in this study was stated, and the data will later 
be discussed in chapter 5.  
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CHAPTER 5 - Discussion  
 
This chapter will discuss the results that were presented in the previous chapters regarding the responses 
of the participants of the survey, “Analysis of the Application of the Doctrine of Informed Consent by 
Chiropractors in South Africa”.  
 
5.1 Biographic Characteristics of the Sample Production 
5.1.1 Gender distribution 
 
The distribution of chiropractors that answered the survey were relatively even, yet slightly more male 
dominant, with 50.7% of the sample being male and 49.3% being female. It is not publicly known whether 
this represents the overall distribution of chiropractors in South Africa.  
 
5.1.2 Age distribution  
 
The majority of the participants age fell between the range of 20 and 49 years old. This is validated as 
the MTech Chiropractic degree in South Africa takes 5 to 6 years to complete (assuming that a person 
passes every year first time), therefore chiropractors who study in South Africa should graduate when 
they are 24 (assuming they started studying directly post matric). Thus, there would be no participants 
younger than 20 years old. The chiropractic education programme in South Africa began in 1983, at what 
is now known as the Durban University of Technology (DUT). The chiropractic course was later 
established at the University of Johannesburg (UJ), with the first class graduating in 1999, this would 
account for the participants falling in the 40-49-year-old range. Any participants older than this are 
assumed to have received their education internationally or to have started studying a multiple years post 
matric.      
 
5.1.3 Duration of years in practice:  
 
Of the participants that responded to the survey, majority of the participants (32.4%) had been in practice 
for 1-5 years. Participants who had been in practice for longer periods of time can be assumed to be 
more likely to have established informed consent routines. Participants who are still establishing their 
practice may be unaware of the legislation regarding patient informed consent.    
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5.1.4 Chiropractic institution of higher education and training 
 
Majority of the participants attended UJ (45.8%) and DUT (44.4%), the remainder (9.7%) attended other 
institutions. The institution of training could impact the results if there are integrated courses in ethics and 
legislations regarding informed consent. For example, UJ integrate ethics into their Principles and 
Practices of Chiropractic course in 5th year, where students learn about the legislation regarding ethical 
practicing and informed consent (Yelverton, 2017)  
 
5.1.5 Numbers of days a week in practice  
 
Majority of the participants (57.2%) were active 5 days per week. Working 5 days per week is considered 
the norm in our society and economic climate. There were 26.7% of participants that worked 6 days per 
week; this infers that they work on the weekend, which could be convenient for patients who cannot leave 
work to visit a chiropractor or in the case of acute patients who cannot wait over the weekend.   
  
5.1.6 Average number of patients seen each day 
 
The majority of participants answered that they see between 1-5 patients per day (38.6%), this was 
closely followed by 33.8% of participants seeing 6-10 patients per day. Younger chiropractors may still 
be establishing their practice, as in this study the majority of the participants have only been in practice 
between 1-5 years. It can be generally assumed that the longer a practitioner has been in practice, the 
more patients they would see per day.  
  
5.2 Knowledge and Practice of Informed Consent  
 
5.2.1 Use of informed consent  
 
The majority of the participants (91%) use informed consent within their practices. As per Sections 6 – 9 
of the National Health Act (Act No. 61 of 2003) it is required for all practitioners to obtain informed consent 
before treating patients in order to respect their autonomy and practice ethically. The 91% of participants 
that answered that they did obtain informed consent before treating patients are in accordance with the 
legislation. There were 2.8% of participants that answered that they did not obtain informed consent from 
their patients. These participants are not practicing legally or ethically. The remaining 6.2% of the 
participants answered that they ‘sometimes’ obtained informed consent from their patients. As described 
in Chapter 2, there are a few exceptional circumstances where obtaining informed consent is not required. 
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If the participants that answered ‘sometimes’ abide by the legislation stipulated regarding the exceptions, 
they would theoretically be practicing ethically.  
 
5.2.2 Attitude towards informed consent  
 
Participants were asked about their attitude regarding informed consent. Majority of the participants 
(71%) answered that they thought informed consent was of the utmost importance. This is relevant 
because, if practitioners have a good attitude towards informed consent and if they think that it is 
important, then they are more likely to obtain valid and ethical informed consent. There were 2% of 
participants that answered that they did not think informed consent was important, these participants are 
likely to not understand the legislation regarding informed consent and they are likely to not understand 
the importance of patient autonomy. It is probable that the practitioners that thought that informed consent 
is not important may not obtain correct informed consent from their patients. It should be noted that the 
participants that answered that they did not think informed consent was important did not have the 
opportunity to explain why they did not find it to be important to them.  Although it is a compulsory practice, 
their motivations could provide valuable insights.  
 
5.2.3 Type of informed used 
 
The majority of the participants (74.5%) reported that they required their patients to sign an informed 
consent document to be retained in their patient file. There were 17.2% of participants that answered that 
most of their patient files have a signed informed consent document, and 2.1% of participants answered 
that only some of their patient files have a signed informed consent document. None of the participants 
used electronic informed consent forms at the time of the study. There were 4.8% of the participants that 
obtain informed consent orally as they believed written informed consent was not required. There were 
1.4% participants that did not require any form of informed consent from their patients. According to 
Section 3 (C) in the AHPCSA Code of Ethics, it stipulates that patient records must include written proof 
of informed consent, where applicable. Written informed consent is also required medico-legally, 
therefore if there is a dispute against a particular practitioner, their malpractice insurance may not cover 
the legal cost if there is no documented written informed consent. Consequently, the participants that 
answered that not all of their patient files had written informed consent documents, as well as the 
participants that answered that they only used oral informed consent, are not practicing with accordance 
to the code of ethics and this can be seen as unprofessional conduct. Unprofessional conduct will be 
discussed in depth later on in this chapter.  
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5.2.4 Where practitioners sourced their informed consent document  
 
Majority of the participants (40%) used a modified version of the informed consent document provided 
by CASA. There were 31.7% of participants the used the standard informed consent document provided 
by CASA (unmodified). CASA provides their members with a comprehensive informed consent document 
that they compiled with the assistance of lawyers specializing in medico-legal matters. This document 
was designed to be as ethical and as legally compliant as possible. Although CASA provides this 
document, it is still the responsibility of the practitioner to make sure it is in accordance with the legislation. 
For this reason, CASA includes a disclaimer that they will not be liable for any omissions, losses, or 
damages which may arise out of usage of their proposed form. There were 9 participants that said that 
this question did not apply to them because they did not use informed consent documents. There was 1 
participant that answered that they did not use one standard document for each patient, they customize 
each document for each individual patient. In some cases, this could be viewed as advantageous, as 
each patient and each case is unique. However, customizing each form may be time consuming, and 
could prove to be an onerous task and mistakes could be made. There were 10 participants that used a 
template other than the template provided by CASA; when asked to state where they sourced their 
template, 1 practitioner stated that they used an informed consent template designed by another 
chiropractor. This particular participant may assume that they are fully covered but the document might 
not contain all the vital information that is required to be medico-legally covered. Hence, practitioners 
should be careful when using informed consent documents that were not designed or complied by 
medico-legal lawyers or experts.  
 
5.2.5 Description of informed consent practices  
 
Majority of participants (55.2%) required patients to sign informed consent documents as new patients 
that covered all further procedures to be carried out by the chiropractor. This ‘blanket’ type informed 
consent may be controversial due to the fact that ethical informed consent is only valid for a specific 
diagnosis and specific treatment. In truth, new informed consent should be obtained every time there is 
a diagnosis and/or new treatment protocol. This is not directly stated in the Act, or the Code of Ethics but 
it is implied as it does state that each diagnosis and procedure should be discussed in full with the patient 
prior to any procedure (The National Health Act, 2003). There were only 2.1% of participants that stated 
that they obtained written informed consent from new patients and signed/written informed consent every 
time the patient’s diagnosis or treatment changed. This is the most correct way to obtain informed consent 
according to the Act and the Code of Ethics. There were 27.6% of participants that answered that their 
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patients signed and informed consent document as a new patient and thereafter they require oral consent 
for treatment or procedures. This could be a good way of covering the doctor medico-legally, and 
respecting the patients right to autonomy as the patient-practitioner communication would still be intact 
and the patient still would have the right to refuse an unwanted treatment, the language and information 
presented to the patient would be able to be customizable. The written informed consent should be 
documented in the patients file and the oral consent should be documented in the practitioner notes in 
order to prove that the ethical informed consent was obtained, and to conform to the Code of Ethics. 
There was 1 participant that required their patients to sign informed consent before every consultation. 
This is not a legal requirement; new informed consent is only required if the patient’s diagnosis or 
treatment changes. There were 6.2% of participants that answered that their patients did not sign any 
document but they obtained ongoing oral informed consent. This goes against the AHPCSA’s Code of 
Ethics, as it states that written proof of informed consent is required in patients records.   
 
There were 4.1% of the participants that responded that they required patients to sign informed consent 
as new patients and then the required patients to re-sign informed consent at specific time intervals. The 
majority of the participants that answered this required their patients to re-sign every 9-12 months, and 
the majority of those participants manually check each patient’s record to check the date previously 
signed. There is no stipulated “time limit” on informed consent according to legislation but it is required 
that practitioners obtain new informed consent when a diagnosis or treatment changes or if “significant 
time” has passed since initial signing, but there is no stipulation to what “significant time” is.  
 
5.2.6 Person responsible for informed consent 
 
The majority (51.7%) of the participants answered that their practice receptionist/secretary was 
responsible for giving patients informed consent documents in the waiting rooms and witness them 
signing it. Although this is considered ‘normal’, this is not necessarily the correct practice. In accordance 
with the Act practitioners should explain all aspects regarding a patient’s diagnosis, as well as procedure 
options, costs, risks, benefits, and prognosis (The National Health Act, 2003). There is no direct 
stipulation in the Act that states whether it is or is not acceptable for a practitioner’s receptionist/secretary 
to give patients informed consent forms prior to the consultation, but the document would only be deemed 
as valid if the practitioner explains all relevant information with the patient before any procedure. There 
were 27.6% of the participants that answered that they personally give the patient the informed consent 
document, witness the patient signing it, and go through the information with the patient. This is the 
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correct way in which informed consent documents should be utilized, as it is of the utmost importance 
that the patient understands what they are signing. It is also important for practitioners to understand 
whether patients are competent to sign the document. There were 9% of the participants that answered 
that the receptionist gives the patients the informed consent documents, but they personally went through 
all the information with the patients. This method is a combination of the previous two responses. This 
approach may be useful as it can save the practitioner time, but it also ensures that the ethical obligations 
of the practitioner are maintained as the practitioner still goes through all information, protecting patient 
autonomy. There were 6.9% of participants that answered that they only used oral consent with their 
patients, as well as, 0.7% of participants that answered that the was no informed consent in their practice 
at all, as discussed previously. Both of these methods are not in accordance with the ethical legislation 
regarding informed consent, and these methods may be seen as unprofessional conduct that could have 
serious consequences.       
 
5.2.7 How informed consent is explained to patients 
 
Majority of participants (38.8%) answered that patients are given the informed consent document and it 
is the patients responsibility to read through the document and ask questions if they have any. Although 
this was the most commonly answered response, it is not the most ethically correct. The Act provides 
that informed consent for any healthcare user must be obtained and it is therefore the responsibility of 
the practitioner to respect the patients right to autonomy, this means that it is the practitioner’s 
responsibility to make sure that the patients understand what is discussed and disclosed in the informed 
consent forms and processes (The National Health Act, 2003). A patient’s lack of questions should not 
be assumed as patient’s understanding of the information presented to them. There were 28.8% of 
participants that answered that they personally explained all aspects of informed consent to their patients 
and saw it as their sole responsibility. This is the ethical way to obtain informed consent from patients, 
as it is the practitioner’s own responsibility to present the information to the patient in an understandable 
manner and to make sure the patient understands fully. There were 17.3% of the participants that 
answered that there was a mix of themselves, and the receptionist involved in the informed consent 
process at their practices, and patients are expected to ask questions if they had any. Although not 
ethically incorrect, practitioners need to see informed consent as their sole responsibility and ensure that 
patients are correctly informed. There was 7.2% of participants answered that the practice receptionist 
answered patients’ questions regarding informed consent. This is not ethical practice at all, as the 
receptionist would not know information pertaining to the patient’s diagnosis and future procedures. 
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Therefore, the receptionist cannot provide substantial answers to the patient’s questions. There were 
6.5% of participants that responded that they obtained oral consent or implied consent by the patient 
listening to them explain a diagnosis and/or treatment. This is also not ethically correct practice as 
practitioners need to obtain written informed consent. Implied informed consent because a patient does 
not object is not considered a valid form of informed consent.  
 
5.2.8 Information included in written informed consent document 
 
Participants were asked to indicate the information included in their written informed consent document. 
The Act stipulates that practitioners should include the following in their informed consent: the patient’s 
health status/diagnosis, the range of diagnostic and treatment options available to them, the benefits, 
risks, costs, and consequences associated with each option, the patients right to refuse treatment and 
the implications of such refusal (The National Health Act, 2003). Other important information that should 
be included is: name of the health care centre where the patient will be treated, name of the practitioner 
who will be preforming the procedures, full name and signature of the patient, date and time that the 
document was signed. When participants were asked what information was included on their documents, 
the most common response was the date (119 responses). The second most common thing found on an 
informed consent document was the name of the practitioner/practice name (116 responses), this was 
closely followed by possible side effects or adverse reactions to treatment (115 responses). The least 
common information indicated on the document was the indication of cost of treatments (only 24 
responses). However, there were 13 participants that answered that the do not use written informed 
consent and thus this question did not apply to them. The practitioners that did not include all relevant 
information should re-design their informed consent document to include all the relevant information to 
be in accordance with the legislation. As a large percent of the participants used the standard CASA 
template, or a modified version of the CASA template, the CASA’s standard informed consent document 
includes all the relevant information. So, practitioners who used the standard document may be unaware 
of what information is actually included in the document, or they may have removed it from the document 
as they may have thought it was irrelevant.            
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5.3 Informed Consent Regarding Particular Treatments 
5.3.1 Disrobing patients 
 
With some chiropractic procedures, patients are expected to remove particular items of clothing. When 
participants were asked if they expect their patients to disrobe, 51.7% expected their patients to disrobe. 
Disrobing may seem to be invasive to many patients, and ethically they should be informed and consent 
granted to removing clothing before the procedure begins (Verghese, et al., 2011). Of the 75 participants 
that expected their patients to remove clothing, only 5.3% obtain written informed consent regarding the 
disrobing, and 78.7% obtain oral informed consent regarding disrobing. While there is no exact stipulation 
regarding whether this should be included in the informed consent form, if oral consent is given by 
patients, it should be documented in the patient’s file. There were 16% of participants that did not obtain 
informed consent for disrobing. Participants may not obtain informed consent regarding this, as they 
would not think that patients would find this invasive. Nevertheless, in order to respect patient’s autonomy, 
practitioners should explain all aspects of a procedure to their patients, including the need to disrobe. 
There are also many cultures where disrobing in particular situations is not permitted, and so patients 
should be warned and have the right to refusal.  
 
5.3.2 Use of grade 5 mobilization  
 
Grade 5 mobilization (audible cavitation), commonly known as a chiropractic adjustment, is a common 
chiropractic technique used to treat patients. Of the 139 participants that answered this question, the 
majority (89.9%) stated that they used grade 5 mobilizations within their practice. When these participants 
were asked about their informed consent practices regarding this, 5 participants stated that they did not 
require informed consent for this procedure. These participants are not treating patients ethically as all 
procedures need informed consent. There were 57 participants that answered that they obtained oral 
informed consent, and 88 participants that stated that they obtained written informed consent. Written 
informed consent for this procedure should be obtained to be considered ethical practice. When 
participants were asked which particular risks they disclose regarding Grade 5 Mobilization, the most 
common risk disclosed was the risk of pain during and post treatments. This was probably the most 
common risk disclosed as it is often the most common risk that may occur (Rubinstein, et al., 2007). The 
risk of stoke was only disclosed by 65 participants. The risk of stroke causes a lot of controversy regarding 
the chiropractic profession (Murphy, 2010). Although the risk is relatively low, it should always be 
disclosed to patients as it can cause permanent damage to patients. This may also apply to neurological 
complications, and only 56 participants stated that they specify this in their informed consent. The specific 
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disclosure of neurological complications is not included in the CASA informed consent document which 
the majority of the practitioners used. Other than pain, the most common complication experienced in 
Grade 5 mobilization is fractures, especially in elderly women with regards to rib fractures (Whedon, et 
al., 2015). Only 54 participants specified the risk of fracture during grade 5 mobilization in their informed 
consent. The risk that was disclosed the least was the risk of dislocation during the procedure, only 41 
participants stated that they disclose this risk to patients. 
 
5.3.3 Dry needling 
 
Dry needling is a common procedure to treat myofascial trigger points in patients (Hsieh, et al., 2007). 
Out of 137 participants, 122 participants used dry needling in their practice. There were only 3 participants 
that stated that they did not obtain specific consent for dry needling. Dry needling may be considered an 
invasive procedure, hence obtaining informed consent in vital (Dommerholt, et al., 2006). A total of 72 
participants responded that they obtain written consent for this procedure, and 70 participants responded 
that they obtain oral consent for dry needling. The most common risk disclosed to patients was the risk 
of pain during the procedure, so stated by 87 participants. Although this is not the most common adverse 
reaction, pain and discomfort during the needling process could alarm the patient, therefore patients 
should be warned in advance (Brady, et al., 2014). Bruising after dry needling is considered the most 
common adverse reaction (Brady, et al., 2014), and 75 out of 121 participants stated that they specify 
this risk.  
The risk of pneumothorax is one of the most serious risks related to dry needling  (Halle & Halle , 2016). 
If performed correctly there is very little risk of causing a pneumothorax, but because of the serious nature 
of this condition, this risk should be specified to all patients prior to treatment (Halle & Halle , 2016). Only 
56 participants specified the risk of pneumothorax when they obtained informed consent for this 
procedure. This specific risk is included in the CASA provided informed consent document, although it 
does not say “pneumothorax”, it states ‘lung puncture’ (layman’s term for pneumothorax). Practitioners 
may be unaware that it is in fact included, or they may have removed it in modifying their document.  
Dry needling also has the risk of causing infection within soft tissue. This risk can be minimised by 
performing correct needling procedure however the risk of infection can be severe and therefore should 
be disclosed (Unverzagt, et al., 2015). Only 41 participants answered that they specified the risk of 
infections occurring post the dry needling procedure.  
 80 
5.3.4 Soft tissue therapy  
 
Soft tissue therapy was the most common technique used by participants in this study; 131 participants 
used soft tissue therapy in their practice. Although the risks of soft tissue therapy are relatively minimal 
(Furlan, et al., 2015), patients still need to consent to this particular therapy as their autonomy, regarding 
all aspects of treatment, should be respected. There were 15 participants that answered that they did not 
require informed consent for soft tissue therapy, as previously stated. This is considered unethical 
treatment as patients should be informed about this treatment regardless of it being considered low risk. 
There were 73 participants that obtained oral consent and 60 participants obtained written informed 
consent. As previously stated, the risk of adverse reactions of soft tissue therapy is relatively low, however 
there is still a risk of bruising that practitioners need to stipulate prior to treatment; only 58 out of 131 
participants stipulated that they specify this risk.     
 
5.3.5 Electro-Therapy  
 
Therapeutic electro-therapy was the least used technique used by practitioners in this study; 68 
participants used electro-therapy on their patients. There were 9 participants that answered that they did 
not require informed consent for this procedure, although it would be required to ethically treat patients. 
There were 40 participants that obtained oral consent and 30 participants that required written informed 
consent for electro-therapy. As most therapeutic treatments, there is always a risk that during treatment 
the patient’s pain can increase, therefore pain and discomfort during and post treatment should be 
discussed with patients. Disclosing pain and discomfort during the procedure was the most common risk 
that was disclosed, as 41 of the 68 participants that used electro-therapy stated that they disclosed this 
risk. As electro-therapy uses electricity, there is always a chance of electrocution and burns. With 
technology and electro-therapy machine advancement, these risks are now very low, yet should be 
discussed with patients. There were 19 participants that answered that they specified the risk of burns, 
and 15 participants that specified the risk of electrocution. These risks can have large implications on the 
patient’s well-being, ergo the procedure should not commence before the patients know all the risks.  
 
5.3.6 Taping  
 
Taping is a commonly used technique in physical therapy (Aytar, et al., 2011). There were 96 participants 
that reported used taping in their practice. There were 10 participants that stated that they did not require 
specific consent for taping their patients. Informed consent is required for taping, although there are only 
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very few, low risks involved. There were 61 participants that obtained oral informed consent, and there 
were 31 participants that obtained written informed consent. Risks involved in taping include the risk of 
an allergic reaction to the tape and taping may exacerbate the patient’s symptoms (Perrin & McLeod, 
2019). There were 70 participants that specified the risk of allergic reaction prior to the application of tape 
to patients. There were only 33 participants that specified the risk of the patient’s symptoms being 
exacerbated.  
 
5.4 Patient Information and Informed Consent  
5.4.1 Refusal of treatment  
 
The Act provides that patients have the right to refuse treatment at any point (The National Health Act, 
2003). This right to refusal should be included in the information provided to the patient within informed 
consent document. After a practitioner has explained all the risks involving a procedure, patients may 
find that the risks outweigh the benefits in their opinion, and thus may refuse further proposed treatment. 
It is likely that a chiropractor may be concerned that a patient would refuse treatment after reading an 
informed consent form highlighting risks, albeit unlikely to occur. This could be a motivator to not use 
informed consent in practice.  
 
When participants were asked whether patients have ever refused treatment subsequent to being 
informed of risks, majority of the participants answered “No”; none of their patients had ever refused 
treatment after being informed about the risks involved. There were participants that answered that their 
patients had refused treatment subsequent to being informed about the risks of a particular treatment. 
There were 12 participants answered that it had occurred once, 8 participants said it had occurred twice, 
4 participants said that it had occurred three times, 2 participants said that it had occurred four times, and 
13 participants that answered that it had occurred more than five times. These statistics show that 
practitioners are explaining all the risks involved and they are taking patient autonomy seriously and are 
allowing patients to make up their own informed decisions regarding their health, even if such disclosure 
leads to refusal of treatment. It can be argued that the refusal rate for procedures was relatively low as 
the majority of the participants saw between 1-10 patients per day, 5 days a week, and majority of the 
participants used informed consent. It should be noted that the survey did not ask participants which 
particular procedure the patients refused or if they refused treatment in entirety.    
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5.4.2 Cost of consultation 
 
With accordance to the Act as well as the Code of Ethics, the cost of consultations and other specific 
treatment should be indicated prior to obtaining informed consent, as patients should be informed of the 
financial implications before agreeing to a procedure (The National Health Act, 2003). However, the Act 
and the Code of Ethics do not stipulate how the cost should indicated to a patient. There were only 14 
participants that did not inform their patients of the cost prior to the consultation (patients only found out 
of cost afterward, when paying). These participants may not be aware that patients should be made 
aware of cost prior. Majority of the participants (35.8%) notify their patients of cost by the use of a visible 
sign displayed in the reception area. There were 28 participants that answered that their receptionist 
informed the patients of consultation cost when the patient makes the appointment.  
 
5.4.3 Informed consent age 
 
Children under the age of 18 are considered minors and are required to sign or resign informed consent 
forms when they turn 18 (Code of Ethics, 2015). However, in South Africa, children with sufficient maturity 
and aged 12 and above may consent to medical procedures independently, and surgical procedures with 
ascent or assistance of a guardian or parent. Children with sufficient maturity may consent to all medical 
procedures at age 14 (Strode, et al., 2010).  But when children cannot make decisions for themselves, a 
parent or guardian must make the decision for the minor (Katz & Webb, 2016). Participants were asked 
what age they allowed patients to sign informed consent; the majority of participants (64.9%) answered 
that they asked patients who are 18 and older to sign their own informed consent document. Some 
participants answered that they got their patients to co-sign informed consent before they were 18 years 
old. There were 3.1% of participants (4 participants) that answered that they require participants who 
were older than 21 to sign informed consent; this is not correct procedure, as when a minor becomes a 
major, they are required by law to re-sign informed consent. In that event, if patients only sign informed 
consent independently at 21, between the ages of 18 and 21 the practitioner has not acquired informed 
consent from that patient. There were also 3.1% of participants that answered that they require patients 
to sign their own informed consent at any age; this is not correct informed consent practices, as patients 
over the age of 12 are legally allowed to consent to medical procedures independently, but when they 
turn 18 they are required to resign informed consent as an adult.  
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It should be noted that a mistake was made when developing this survey; there was no option for 
participants to say that they allow children aged 12 to sign the informed consent document independent 
of their guardian. It should also be noted in the survey design regarding this question, there was no option 
for participants that did not obtain written informed consent from their patients. 
 
5.4.4 Releasing patient information to medical aids 
 
In order for patients or practitioners to claim from their medical aid schemes, practitioners need to apply 
certain ICD-10 codes that represent specific diagnoses and procedures that the practitioners have 
performed on the patients. With accordance to the Act, all information regarding the patient’s health status 
and treatments are confidential (The National Health Act, 2003). It provides that practitioners may only 
disclose information if the patient consents to such disclosure in writing, or if there is a court order or any 
law requiring that disclosure, or if a patient poses a serious risk to public health. In the chiropractic 
environment, releasing a patient’s information needs to be discussed and consented to, in writing, before 
releasing ICD-10 codes to medical aids. Majority of the participants (64.1%) answered that they always 
release information to the medical aids. Of the participants that release information to the medical aids, 
only 46.6% of participants obtain specific consent to do so. There were 31.8% of participants that did not 
acquire specific consent to release the patient’s information to medical aids, and did not believe it 
necessary to do so. There were 21.6% of participants that answered that they did believe that it was 
necessary to get specific consent to release the information, but they still did not do it; this proves that 
participants knew what the legislation requires, but they did not regard it as important. Participants that 
did not obtain specific consent to release patient information are in breach of patient confidentiality.  
 
5.4.5 Implications of not having correct informed consent  
 
Not having correct informed consent is regarded as ‘unprofessional conduct’ which may have a number 
of consequences, including; a caution and/or a reprimand, a suspension for a specific time period, 
removal of his/her name from the register, and/or a fine. If practitioners do not obtain informed consent 
as required by law, it may also lead in their malpractice insurance becoming null and void, therefore not 
covering the practitioner in the case of a claim against them.   
 
Participants were asked to state what they thought the implications were for not having acquired informed 
consent prior to treatment. The implication that was most commonly selected was that participants 
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thought that malpractice insurance would not cover them in the case of a claim (100 participants selected 
this option). There were 77 participants that thought not obtaining informed consent would result in a 
sanction and/or reprimand from the AHPCSA, which is in fact one of the implications for not having proper 
informed consent. There were 50 participants that selected that they thought lack of informed consent 
would lead to a fine, which is also a consequence of unprofessional conduct. There were only 45 
participants that thought lack of informed consent could lead to deregistration from the AHPCSA; this is 
a serious consequence that could happen to practitioners if they do not practice within the requirements 
of the law. There were 15 participants that thought that a consequence of not obtaining valid informed 
consent could lead to a jail sentence; however, the AHPCSA has no power to do this, only a court of law. 
There were 50 participants that said that there are no consequences as long as there was no negligence, 
but in in fact, not obtaining valid informed consent is unlawful. There were 19 participants that selected 
that there were no consequences as long as they can indicate orally that they explained procedures. Oral 
informed consent is difficult to prove if there is a case against the practitioner, and in terms of the Code 
of Ethics, there needs to be a written record of informed consent. There was 1 participant that stated that 
there are no consequences to not obtaining valid informed consent as they think that it’s only a courtesy 
to the patient; this particular participant is not informed on correct informed consent legislation. There 
were 52 participants that said a consequence of not having valid informed consent would be a disgruntled 
patient, which is correct, as informed consent is a legal obligation but it is also very important for the 
patient-practitioner relationship. Although this is not a legal consequence, it is very valid in the chiropractic 
environment.    
 
5.5 Treatment and Legal Disputes  
5.5.1 Legal dispute due to an adverse reaction caused by a chiropractic procedure 
 
Of the 136 respondents, there were only 5 participants that had a legal dispute due to an adverse reaction 
caused by a chiropractic procedure. The participants were then asked to explain the dispute, each 
participant had a dispute due to different reasons: 1 participant stated that the patient accused the 
practitioner of rupturing an L5 disc, 1 participant stated that the patient’s symptoms worsened and they 
did not respond to treatment, 1 participant said that the patient experienced discomfort post treatment, 1 
participant stated that the patient who was being treated was over 18 years old and the mother had 
signed informed consent on behalf of the patient, and 1 participant that had a dispute occur but did not 
specify what it was. Of these participants that explained their disputes, 4 participants had obtained written 
informed consent. While the majority of the participants (4 out of 5 participants) believed that informed 
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consent had influenced the outcome of the dispute, 1 participant said that informed consent did not 
influence the outcome. Within the survey framework, we did not specify options for whether informed 
consent influenced the outcome positively or negatively.  
 
5.5.2 Legal dispute specifically due to lack of informed consent 
 
There were 132 participants that responded to the question regarding whether they have ever had a legal 
dispute specifically due to lack of informed consent. Only 2 participants stated that they had a legal 
dispute due to lack of informed consent. It should be noted that we did not asked a follow-on question 
regarding what their dispute was about or the outcome of said dispute. This could be investigated in 
further studies regarding informed consent.       
 
5.6 Conclusion  
 
This concludes chapter 5, as all the relevant statistics that were presented in chapter 4 were discussed 
and compared to the legislation regarding informed consent.      
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CHAPTER 6 - Conclusion and Recommendations  
 
6.1 Conclusion  
 
The aim of this study was to analyse the extent of the application of the doctrine of informed consent in 
South African law by chiropractors. A secondary aim of this study was to bring about awareness regarding 
informed consent practices.  
 
It was found that, in this study, that majority of the chiropractors who participated complied with informed 
consent legal precepts and did consider it important for ethical practice. Majority of the chiropractors also 
used written informed consent documents as per the requirements of the AHPCSA Code of Ethics, and 
a number of those used the CASA document or a modified version of the CASA informed consent 
document. Some participants did not place much importance on informed consent and are likely to be 
the same participants that also did not use correct informed consent practices.  
 
It was further shown that the contents of the informed consent document included a majority of the 
required information, being; the patient’s diagnosis, the implications of that diagnosis, the different 
treatment options, the risks, benefits and cost of the treatments, the right to refuse treatment and the 
implications of such refusal, the date of the treatment, the name of the treating practitioner, and the 
signature of the patient.   
 
It should be noted that chiropractors who did not answer this survey may be practitioners who did not find 
informed consent to be important, therefore the results may be slightly skewed by this. However, it is 
likely that by sending this email with the survey to all the registered chiropractors it brought about 
awareness regarding the importance of informed consent and ethical practice.  
 
6.2 Recommendations  
  
The following recommendations are made pertaining to further research:  
1. A similar research project should be conducted to determine the application of the doctrine of 
informed consent in other allied health professions, such as Homeopathy and this could be 
compared so ascertain the overall knowledge of the AHPCSA’s Code of Ethics.  
2. A follow-up study could be conducted to find out what is the most common chiropractic procedure 
that patients refuse after being informed of the risks involved. This information would give more 
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insight into the way in which specific treatment procedures are being explained to patients, and 
why patients are refusing particular treatments.  
3. A comparative correlation study could be conducted in order to compare demographic groups to 
the application of the doctrine of informed consent, such as gender, the higher education 
institution, or age. These demographical factors could influence the way chiropractors use 
informed consent.   
4. A correlation study could be conducted comparing the informed consent practices of practitioners 
practicing in urban areas verse chiropractors practicing in rural areas. Practitioners that work in 
urban practices that are busier than rural practices, may have less time with patient, therefore 
their informed consent practices may differ. 
5. A qualitative study could be conducted with regards to the practitioners who did not acquire 
informed consent, and the reasons why for not obtaining informed consent.  
6. A qualitative study could be conducted investigating the perception of patients with regards to 
the risks described for different treatment procedures after having an informed consent document 
explained to them.  
7. A qualitative study could be conducted investigating the accurate interpretation of an informed 
consent document after a lay-man has read it.  
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APPENDIX A – Email Sent to Chiropractors  
 
 
 
DEPARTMENT OF CHIROPRACTIC 
Email sent to prospective databases 
 
Dear Chiropractor  
 
I am completing a study entitled “Analysis of The Application Of The Doctrine Of Informed Consent By 
Chiropractors In South Africa” as partial fulfilment in my Master’s Degree in Chiropractic. 
 
 
We would appreciate your participation in this survey, all information pertinent to the study can be found 
in the attached information form. Be aware that your participation if completely voluntary and anonymous. 
By clicking on the link below you indicate your consent.  
 
http://take-survey.com/statkon/chiropractic_informed_consent.htm 
 
Should you complete the survey you will be entitled to receive 1 Continuing Education Unit (CEU point). 
In order to receive the CEU certificate you will be redirected to another independent page at the end of 
the survey. You will be required to include your personal information at this point. Note that your personal 
information will not be linked to your answers in the survey or be saved.   
 
Thank you for your interest.  
 
If you have any questions please contact me on 0845559478 or email me on chloehumby@gmail.com. 
You can alternatively contact my supervisor on charmainebester@gmail.com. 
 
Chloë Jean Humby  
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APPENDIX B – Information Letter  
 
 
 
 
DEPARTMENT OF CHIROPRACTIC 
RESEARCH STUDY INFORMATION ATTACHEMENT TO EMAIL 
 
AUGUST 2018  
 
Good day,  
 
My name is Chloë Jean Humby; I would like to invite you to participate in my research study entitled 
“Analysis Of The Application Of The Doctrine Of Informed Consent By Chiropractors In South Africa ” 
 
Before you decide on whether to participate, I would like to explain to you why the research is being done 
and what it will involve for you. The study is part of a research project being completed as a requirement 
for an M-Tech Degree in Chiropractic through the University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to  analyse the extent of the application of the doctrine of informed 
consent in South African law by chiropractors.  
 
Below, I have compiled a set of questions and answers that I believe will assist you in understanding the 
relevant details of participation in this research study. Please read through these. If you have any further 
questions I will be happy to answer them for you. 
 
DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to participate in the study.  
 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? Should you decide 
to partake in this study you need to read and agree to the consent form which will be attached on this 
email. You will then be expected to complete an online survey that should take no longer than 15 minutes.  
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WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide to participate, 
you are free to withdraw your consent at any time without giving a reason and without any consequences. 
However due to the anonymity of the data, once you have clicked submit, the data will not be recoverable. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR PAYMENT DUE 
TO ME: You will not bear any personal costs or be financially compensated for taking part in this study. 
 
RISKS INVOLVED IN PARTICIPATION: There are no associated risks involved with this study. No 
personal details will be asked before submitting the survey therefore the answers cannot be traced back 
to you.  
 
BENEFITS INVOLVED IN PARTICIPATION: You will receive 1 Continuing Education Unit (CEU) for 
completion of the survey, given you include your personal details in the independent link.  
 
WILL MY PARTICIPATION IN THIS STUDY BE ANONYMOUS? Yes. All information obtained during 
the course of this study will be kept strictly confidential. Recorded data used for the statistical analysis by 
STATKON will not include any information that identifies you as a participant in this study. Your personal 
information will however be needed to issue you with 1 ethics CEU point. Your personal information will 
be requested on an independent page and therefore cannot be linked to the answers you have provided 
in your survey.   
 
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results will be written 
into a research report that will be assessed. In some cases, results may also be published in a scientific 
journal. In either case, you will not be identifiable in any documents, reports or publications. You will be 
given access to the study results if you would like to see them, by contacting me.  
 
WHO IS ORGANISING AND FUNDING THE STUDY?  The study is being organised by me, under the 
guidance of my research supervisor at the Department of Chiropractic in the University of Johannesburg. 
The study will be funded by the Supervisor linked bursary provided by the University of Johannesburg.  
 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed to start, it was 
reviewed in order to protect your interests. This review was done first by the Department of Chiropractic, 
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and then secondly by the Faculty of Health Sciences Research Ethics Committee at the University of 
Johannesburg. In both cases, the study was approved. 
 
WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this research study, 
its procedures or risks and benefits, you should ask me. You may contact me at any time if you feel you 
have any concerns about being a part of this study. My contact details are:  
Chloë Jean Humby  
084 555 9478 
chloehumby@gmail.com 
 
You may also contact my research supervisor:  
Charmaine Bester  
charmainebester@gmail.com 
 
If you feel that any questions or complaints regarding your participation in this study have not been dealt 
with adequately, you may contact the Chairperson of the Faculty of Health Sciences Research Ethics 
Committee at the University of Johannesburg: 
 
Dr Chris Stein 
011 559 6564 
cstein@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more specific 
information about this research project information, have any questions, concerns or complaints about 
this research study, its procedures, risks and benefits, you may communicate with me using any of the 
contact details given above. 
 
Researcher: 
Chloë Jean Humby  
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APPENDIX C – Clearance letter from the Research Ethics Committee 
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APPENDIX D - Survey 
 
 
 
 
Application of the Doctrine of Informed 
Consent by Chiropractors in South Africa
Please note that all options to questions do not indicate what is necessarily needed 
in an informed consent document. This survey is purely exploring all aspects of 
informed consent use by chiropractors.
Please answer all questions truthfully and to the best of your knowledge as to how 
it occurs in your practice, regardless as to what you perceive the "perfectly 
correct" way to be. Be reminded that all answers are anonymized and cannot be 
traced back to you in any way.
At the end of the survey you will be asked to select a new link which takes you to a 
separate page for awarding 1 CEU point. You will need to input your name and surname 
before printing to make the certificate valid. These personal details are not saved and not 
linked to the answers from the survey in any way. This document is purely for you to keep 
for your personal records should you need evidence of CEU activity.
1. Are you currently registered with the Allied Health Professionals Council of 
South Africa as a qualified chiropractor?
Yes
No
Continue
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Application of the Doctrine of Informed 
Consent by Chiropractors in South Africa
Thank you for your interest, you are not required to complete the questionnaire.
Click here to return to University of Johannesburg home page
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Navigating the survey
The questionnaire has five short sections. Please try and complete the questionnaire in a 
single visit. Please note the following regarding accessing and navigating the 
questionnaire: (1) You will only have one opportunity to fill out the questionnaire (2) You 
can complete part of the questionnaire, browse away, and return to the questionnaire later 
(3) However, if you browse away but have not answered all the questions on the active 
page nor selected 'Continue' you will lose the information on that page; so please 
complete a page and select 'Continue' before browsing away (4) Once you have 
completed a page and moved to the next page you will not be able to access the previous 
page again; so please ensure you are satisfied with your responses before continuing to a 
new page (5) When you click on 'Click here to finish' on the final page your response will 
be saved and you will not be able to access the questionnaire again.
Section A: Demographic and general practice 
questions
2. What gender are you?
Female
Male
3. How old are you?
20-29
30-39
40-49
50-59
60-69
70-Older
4. How long have you been in practice?
<1 year
1-5 years
6-10 years
11-15 years
>15 years
5. From which institution of higher education and training did you graduate?
University of Johannesburg
Durban University of Technology
Other
6. How many days a week do you treat patients in your practice?
1
2
3
4
5
6
7
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7. On average how many patients do you see per day?
1-5
6-10
11-15
16-20
more than 20
Continue
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Section B: Knowledge and practice of 
informed consent
8. Do you use informed consent in your practice?
Yes
No
Sometimes
9. What is your attitude towards informed consent?
I think it is of the utmost importance
I think it is somewhat important
I think it is only important for specific patients
I only get patient's informed consent because it is the law
I don't think it is important
10. What statement best describes the type of informed consent you use in 
practice
All patient files have a signed informed consent document
Most patient files have a signed informed consent document
Some files have signed informed consent
My patient files are electronic and signed informed consent is documented 
electronically
All patients give oral consent to treatment, written consent is not requested
I don't require any form of informed consent prior to treating patients
11. Where did you obtain your consent form?
This question is not applicable to me as I don't use written consent
I designed and wrote it myself
I used the template provided by the Chiropractic Association of South Africa
I modified the template provided by the Chiropractic Association of South Africa
I don't use a standard template, each patient's consent is customized
I used a template from a source other than the Chiropractic Association of South 
Africa (specify source)   
12. What statement best describes your informed consent practices?
Patients sign a comprehensive informed consent document as a new patient that 
covers all future procedures to be carried out in the practice
Patients sign an informed consent document as a new patient and give oral consent 
thereafter if treatment or procedures change
Patients don't sign any informed consent, but give oral consent on an on going 
basis
Patients don't give consent
Patients sign as new patients and then re-sign a new informed consent document 
each time a procedure or diagnosis is changed
Patients sign informed consent at each consultation
Patients sign / re-sign a new informed consent document at specific time intervals 
e.g. every 6 months
Other
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12.1 What time frames do you request new informed consent?
Every 1-3 months
Every 3-6 months
Every 6-9 months
Every 9-12 months
12.2 What reminds you to request renewed informed consent from patient?
An automated computer-generated reminder
I manually check last date signed in file when patient arrives for treatment
My secretary is responsible to check files and seek new informed consent when 
necessary
Continue
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13. Who is responsible for informed consent in your practice?
I personally give the patient the informed consent form and witness them signing it 
and I go through the information involved
The practice receptionist / secretary / chiropractic assistant gives the forms to the 
patients in the waiting room and witness them signing it
The receptionist gives the forms to the patients but I go through the information 
involved
There is only oral informed consent in my practice which I discuss with my patients
There is only oral informed consent in my practice which my receptionist / 
secretary / chiropractic assistant discusses with my patient
There is no informed consent requested in my practice
14. What best describes the way informed consent is explained to patients?
I personally explain all aspects of informed consent in all scenarios and see it as my 
sole responsibility
The practice receptionist/ secretary/ chiropractic assistant answers questions 
pertaining to informed consent
The patient is given the informed consent form, it is their responsibility to read it and 
ask if they have any questions
My patients give implied or oral consent by listening to my explanations of diagnosis 
and/ or treatment
I have information forms available at reception for patients to read should they so 
choose
There is a mix of me, my practice receptionist/ secretary/ chiropractic assistant as 
well as patients expected to ask questions regarding explanation of written informed 
consent
Other (Please specify)   
15. Please select which of the following is included in your written informed 
consent documentation (multiple answers can be given)
I do not use written informed consent documentation
A description of diagnostic procedures to be expected
A description of treatment procedures to be expected
Possible side effects or adverse reactions to treatments
Alternative treatment procedures
If you are ever in contact with medical aids, permission to release patient 
information to medical aids
Acceptance of responsibility of account payment
Amount patient / medical aid will be expected to pay for consultation
The date
Space for initialling / signature on each page
The name of the practice / practitioner
Continue
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Section C: Specific treatments and informed 
consent
16. Are your patients expected to disrobe?
Yes
No
Do you get specific consent for this?
Yes, written
Yes, oral
No
Continue
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Section C continued: Specific treatments and 
informed consent
GRADE 5 MOBILIZATION
17. Do you use Grade 5 mobilization (audible cavitation occurs) in your practice?
Yes
No
Please indicate all true statements regarding your informed consent pertinent to 
this treatment procedure (multiple answers for each can be given)
I don't require informed consent for treatment using this procedure
It is oral
It is written
I specify the risk of pain during and post treatment
I specify the risk of stroke
I specify the risk of neurological complication
I specify the risk of dislocation
I specify the risk of fracture
Continue
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Section C continued: Specific treatments and 
informed consent
DRY NEEDLING
18. Do you use dry needling in your practice?
Yes
No
Please indicate all true statements regarding your informed consent pertinent to 
this treatment procedure (Please mark all applicable)
I don't require informed consent for treatment using this procedure
It is oral
It is written
I specify the risk of infection
I specify the risk of bruising
I specify the risk of pneumothorax
I specify the risk of pain
Continue
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Section C continued: Specific treatments and 
informed consent
SOFT TISSUE THERAPY
19. Do you use any form of soft tissue therapy, including but not limited to, 
massage, sonic pulse and/or instrument assisted massage in your practice?
Yes
No
Please indicate all true statements regarding your informed consent pertinent to 
this treatment procedure (Mark all applicable)
I don't require informed consent for treatment using this procedure
It is oral
It is written
I specify the risk of bruising
Continue
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Section C continued: Specific treatments and 
informed consent
ELECRO THERAPY
20. Do you use any form of electro therapy, including but not limited to, ultra 
sound and interferential current in your practice?
Yes
No
Please indicate all true statements regarding your informed consent pertinent to 
this treatment procedure (Mark all applicable)
I don't require informed consent for treatment using this procedure
It is oral
It is written
I specify the risk of electrocution
I specify the risk of burns
I specify the risk of discomfort and pain
Continue
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Section C continued: Specific treatments and 
informed consent
TAPING
21. Do you use any form of taping including but not limited to athletic tape, Kinesio 
Tape® and rigid tape?
Yes
No
Please indicate all true statements regarding your informed consent pertinent to 
this treatment procedure (Mark all applicable)
I don't require informed consent for treatment using this procedure
It is oral
It is written
I specify the risk of allergic reaction
I specify the risk of exacerbation of symptoms
Continue
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Section D: The patient and informed consent
22. Has a patient ever refused treatment by you after being informed of possible 
risks to procedures?
I don't inform patients of risks
No
Yes, this has occurred once
Yes, this has occurred twice
Yes, this has occurred three times
Yes, this has occurred four times
Yes, this has occurred more than five times
23. How do you indicate cost of your consultations?
A sign in the reception area visibly displays the cost of the consultation
Cost of the consultation is specified in the consent form
I tell the patients orally during the consultation
The patient finds out the cost after the consultation and treatment
Other (Please specify)   
24. At what age do you ask a patient to sign their own consent?
Older than 21
Older than18
Older than13
At any age
Other (Please specify)   
25. At what age do you require a guardian to sign consent on behalf of the patient?
Younger than 21
Younger than 18
Younger than 13
At any age
Other (Please specify)   
26. Do you release information, for example ICD-10 codes for treatment 
reimbursement, to the medical aids?
Always
Often
Sometimes
Rarely
Never
Do you get specific consent to do so?
Yes, it is specified in my written consent form
Yes, I ask the patient specifically before submitting to the medical aids
No, it is not necessary to get consent for that
No, I think it is necessary but I don't do it
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What do you think the implications are of not having acquired a valid informed 
consent from a patient prior to treatment? Please indicate all statements you 
consider true or possible consequences.
There are no consequences it is purely a courtesy to patients
As long as I can indicate orally that I explained procedures there are no 
consequences
In the event of a claim, as long as no negligence is proven there are no 
consequences
A fine from AHPCSA
A sanction or a reprimand, or both, from the AHPCSA
Deregistration from AHPCSA
Non-protection in event of claim from medical malpractice insurance
A disgruntled patient
Jail time / sentence
Continue
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Section E: Treatment and legal disputes
28. Have you had any form of legal dispute due to adverse reactions caused by 
chiropractic procedures?
No
Yes, once
Yes, twice
Yes, three times
Briefly describe the dispute e.g. patient injured during manipulation
గ
ఘ
Did you have informed consent?
Yes, oral
Yes, written
No
Do you think the informed consent influenced the outcome of the dispute?
Yes
No
Don't know
Continue
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Section E continued: Treatment and legal 
disputes
29. Have you ever had any legal dispute specifically due to lack of informed 
consent?
Yes
No
Please select the 'Click here to finish' button below to complete the survey. After 
you select 'Click here to finish' you will be asked to select a new link which takes 
you to a separate page for CEU awarding. You will need to input your name and 
surname before printing to make the certificate valid. These personal details are 
not saved and not linked to the answers from the survey in any way.
Click here to finish
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Link to CEU page
Select the link below. This link will take you to a separate page to obtain CEU points.
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APPENDIX F – CEU Certificate  
 
 
 
EVIDENCE OF CONTINUED 
PROFESSIONAL DEVELOPMENT 
ACTIVITY
IMPORTANT: Please note that it is your responsibility to keep evidence of 
Continued Professional Development (CPD) activity. To save this 
evidence of CPD please print the page when you have entered your 
name, AHPCSA number and the date.
1. To save this page as proof of participation for CPD purposes:
a. Press 'Shift' and 'PrtScr' [14th or 15th button on the top row of the keyboard, 
assuming you have a standard keyboard layout]
b. Open a new Word Page
c. Press 'Ctrl' and 'v' or 'Paste'
d. Save this page (label this page as CPD Research or a similar label)
e. File this in your CPD recordholder.
This serves to confirm that:
Title, name and surname
గఘ
AHPCSA registration number
Date
Has completed the online survey entitled 'Application of the Doctrine of 
Informed Consent by Chiropractors in South Africa'
This survey was for partial fulfillment of a Master's degree in Chiropractic 
at the University of Johannesburg
AHPCSA ACCREDITATION REFERENCE: REGISTRAR/UJ/2018: ONE (1) 
CONTINUING EDUCATION UNIT (CEU)
Remember to print before leaving this page! Click here to finish.
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